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...the reason private rooms at Crouse-Irving 
Hospital, Syracuse, N. Y., are popular. 
Carl E. Muench, M.D., is superintendent. 


Sanvale Fabrics helped cheer the convalescence of many of the 
8,600,000 patients admitted to American hospitals during 1938 
... Sanvale draperies, casements, bedspreads and upholsteries made 
thousands of wards and rooms more nearly like home. 


Because they’re guaranteed sun-fast; _ they are used and recommended by 
tub-fast...because Sanvale Fabricsare the best large and small American 
hard to soil,easy tolaunder,dustand _ hospitals, interested today as never 
dirt shedding and wrinkle-resistant, before in better hospital decoration. 


For samples of Sanvale Fabrics, write L. C. Chase and Company, 295 Fifth 
Avenue, New York City, selling division of Goodall Sanford Industries. 
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Just in Passing— 


Imporrant news 
comes from New York just as we go 
to press. The Associated Hospital Serv- 
ice has had to cut temporarily its pay- 
ments to hospitals by 25 per cent. This 
reduction has been necessitated, appar- 
ently, by the influenza epidemic and 
by the excessive utilization made by 
those persons who took out their mem- 
berships individually instead of through 
the group plan at their place of em- 
ployment. Careful studies are being 
made to determine as exactly as pos- 
sible just what part these factors and 
others are playing in creating the pres- 
ent situation. 

Two rather important conclusions 
may be drawn even at this early date 
from the facts now available. The first 
is that great care must be exercised in 
enrollment procedures to be certain 
that the enrollment is a true cross sec- 
tion of the whole community. The 
second, even more important, is that 
the voluntary nonprofit type of hospital 
care insurance truly has a hospital guar- 
antee. No commercially sponsored hos- 
pital care insurance would be able to 
continue unimpaired service to sub- 
scribers under similar circumstances. 
While this experience may be hard on 
the member hospitals temporarily, in 
the long run it may be much to their 
advantage. It will serve as a dramatic 
illustration to the public of the advan- 
tages of community sponsored, non- 
profit insurance over the commercial 
variety. It will demonstrate to govern- 
mental officials that voluntary hospital 
care insurance is what it purports to be, 
a true community service. 


V4 E ARE proud of 


the material on personnel relations that 
has appeared in this magazine during 
the last two years. Next month we 
will have another outstanding article. It 
describes a hospital promotion plan, 
whereby employes may move up the 
ladder of hospital positions in accord- 
ance with their ability and merit. The 
article was written about the system at 
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Cleveland City Hospital, although 
neither of the authors is now at that 
hospital. James A. Hamilton, the for- 
mer administrator, is now administra- 
tor of New Haven Hospital. James 
Stephan, former personnel officer at 
Cleveland, is now a student in the 
hospital administration course of the 
University of Chicago. 
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In HOSPITAL 
practice in our country the time is not 
far distant when the treatment of cases 
of difficult childbirth resulting from 
pelvic malformation without roentgen 
study will be as culpable as the treat- 
ment of fractures without the same 
diagnostic means.” So states Dr. Her- 
bert Thoms of Yale University School 
of Medicine in concluding an article 
describing a new and improved technic 
for measuring the pelves of pregnant 
women. This article will appear in May. 


American high 
schools and junior colleges are vital- 
izing their commencement programs. 
They find pupil-planned exercises have 
much greater pulling power than the 
traditional big-name speaker type of 
program. Some of these school com- 
mencements are the year’s greatest 
achievements in community relations. 

Hospitals will not wish to ignore 
this new avenue of public relations, 
this modern means of paying suitable 
tribute to their graduates. A limited 
number of copies of a 16 page portfolio 
on the activity type of commencement 
is available to hospital and nursing 
school administrators. Request a copy 
of this portfolio from The Mopern 
Hospitat if you want to know what 
the public schools are doing. 


Ir IS time to bring 
ourselves up to date on the subject of 
air conditioning. We expect to gather 
together a comprehensive report on just 
what air conditioning has meant in 
American hospitals. Where is it useful 
in the hospital? Is it primarily valuable 
for comfort or for therapy? What can 
hospitals without air conditioning learn 
from those that have had several years 
of experience? This will constitute a 
special feature of the July issue. 
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NOMY AND EFFICIENCY BOTH PROVE IT 


pars ro seeciry “PYREX” LABORATORY” WARE 


WITH Balanced Glass you can be certain. Cer- 
tain that your laboratory ware is mechanically 
strong, thermally safe, chemically stable. And 
you can be equally sure that its strength and 
its stability have been scientifically balanced. 
Each property of Balanced Glass is adjusted to 
every other property. None has been enhanced 
at the expense of another. All are combined for 
maximum value—for all-around use. 


It is the “Balance” in Pyrex brand Glass that 


makes it preferred by all laboratories. It is this 
“Balance” that makes “Pyrex” Laboratory Ware 
an economical necessity for many laboratories. 
“Pyrex” Ware at today’s prices is a better “buy” 
than ever before. Every laboratory can profitably 
standardize on Balanced Glass—can specify 
“Pyrex” Laboratory Ware, confident of its su- 
periority, certain of its efficiency, sure of its 
Savings. 


Insist on the Balanced Glass. Daily 


use gives daily proof of your good judgment. 


“Pyrex” is a registered trade-mark and indicates manufacture by 
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Research in Glass 











CORNING GLASS WORKS - CORNING, N. Y. 


‘‘PYREX” LABORATORY WARE—MADE OF THE BALANCED GLASS 


VISIT THE GLASS CENTER AT THE 1939 NEW YORK WORLD’S FAIR 
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| Census Data | 
| on Reporting | 19389 | 1938 % 's3 8 
Hospitals -— J); Fi\M)/ AIM) I)IIA 
Type and Place Hosp.'| Beds |Feb. |Jan. | Feb. |Jan. 
Government } } | 
New York City......| 17 | 11,027) 108 | 106 | 101| 96 
New Jersey......... 4 | 2,122) 80% 80°) 99/ 86 
Washington, D. C... tf 1,220) 70*| 70°; 72) 65* 
N. and S. Carolina. 13 | 1,579] 77| 72] 70] 68 
Now Orleans.........| 2 | 2,466) 97) 98%) 98| 98 
San Francisco. . 3 | 2,255} 90] 90] 88] 90 
St. Paul...... 1 | 850] 76°| 76| 75| 77 
Chicago. .. 2 | 3,610} 88} 89] 87) 85 
Total® .. 43 | 25,129} 86*] 83%] 86] 83* 
Nongovernment z 
New York City’... 68 | 15,194) 69°} 69°] 76| 73 
New Jersey... . 58 | 9,772] 64%] 64*| 73| 69 
Washington, D.C. . 9 | 1,818} 72%) 72° 76) 7 
N.and§. Carolina... | 121 | 7,297} 68| 64| 69| 65 
New Orleans...... 7 | 1,134) 73*) 75%) 69{ 69* 
San Francisco... 16 | 3,178) 77| 75] 75] 74 4, 
St. Paul...... 7 | 774] 75] 68) 77| 7 
Chicago. ..... 13 | 2,503) 67| 66) 65/ 64 
Cleveland... 6 | 1,096 86| 78| 78| 78 
Total*..... 305 | 42,766) 72*| 70*, 73| 72° 
| i | 








1Excluding hospitals for tuberculous and mental patients and oo 
institutional hospitals. Census data are for most recent month. 
Including bassinets, usually. ‘General hospitals only. ‘Occu- 
me totals are _——. ae. pe eliminar — 

plete occupancy figures for January 1 to October 19 
are given on page 798 of The Seventeenth Hospital Yearbook. 30 OCCUPANCY IN GENERAL HOSPITALS 
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Occupancy Rises, Construction 
Continues at Good Rate 


Occupancy rose in February in the 
reporting voluntary hospitals by two 
points, bringing the preliminary total 
for the menth to 72, just one point 
below the figure recorded last year 
during the same month. All of the 
cities reporting except New Orleans 
showed a rise in February over Jan- 
uary. When final reports are in, the 
total figure will probably exceed the 
figure for last year. Except for last 
year the occupancy this February equals 
or exceeds that of any February since 
1933. 

In governmental general hospitals as 
well, occupancy was up in February. 
In this group the preliminary figures 
show occupancy at the same figure as 
that of last year. With higher occu- 
pancy in voluntary hospitals, the gov- 
ernmental institutions are no longer 
being called upon to meet the over- 
crowded conditions that characterized 
them during the worst part of the 
depression. 

Hospital construction continues to go 
forward at a good pace. For the period 
from the first of the year to March 13, 
a total of $25,279,000 of new construc- 
tion has been authorized. This com- 
pares with $23,052,000 for same period 
of last year. From February 14 to 
March 13, a total of 40 new projects 
was authorized, of which 39 reported 


HOSPITAL 
CONSTRUCTION 








costs totaling $10,165,000. There were 
11 new hospitals started and these will 
cost, it is estimated, a total of $2,835,- 
000. Additions to existing hospitals 
continue to account for most of the 
projects and most of the funds. There 
were 24 additions begun, of which 23 
reported costs of $6,975,000. One altera- 
tion job costing $25,000 was started 
and four new nurses’ homes, which 


will cost $329,000. 


Wholesale prices dropped slightly 
during the period, causing the general 
index of the New York Journal of 
Commerce to drop from 76.0 on Feb- 
ruary 18 to 75.7 on March 18. Grain 
prices, in spite of threats of war, re- 
mained almost unchanged during the 
period at 56.8. Food prices dropped 
during the four weeks from 69.8 to 
68.6 and fuel costs went from 82.2 to 
81.6. Textiles, on the other hand, ad- 
vanced from 54.5 to 55.8 and the cost 
of building materials went from 97.1 
to 97.7. (The foregoing figures are 
based on 1927 to 1929 as 100 per cent.) 
The price index of the Oil, Paint and 
Drug Reporter dropped slightly from 
February 20 to March 20, the actual 
figures being 183.0 and 182.8 on the 
respective dates. 

According to the latest report from 
the National Industrial Conference 
Board, national unemployment _ in- 
creased 7.4 per cent from December to 
January, as seasonal declines in em- 
ployment appeared in retail trade, man- 
ufacturing and construction. The esti- 
mate of those unemployed at the end 
of January was 10,645,000. Those em- 
ployed in January were estimated to 
number 43,667,000. Among those in- 
cluded in the ranks of the unemployed, 
as listed above, were 3,311,000 workers 
in the government labor force. 
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BEDSIDE SET: 
TRAY, TUMBLER, PITCHER 


BATH AND BEDSIDE TRAY 










Modern trains employ Aluminum because it is light but 


strong. Modern “Wear-Ever” Clinical Ware is also built of 


ALUM 


\ 
Pes 
without serious injury. Can’t chip or break. 


You will find that the smooth, extra hard Alumilite Finish clinical ware 


is stain resistant and will not rust, tarnish or peel. It is 


strong Aluminum Alloys specially selected for each service. 


a %% 


It stands hard usage; may be dropped or banged around 





easy to clean, withstands sterilization processes. Will not 





mark your linens or uniforms. 

















WEAR-EVER Try a few pieces and learn what a pleasure SEND FOR THIS CATALOG 
/elala it is to work with ‘*Wear-Ever” Aluminum 
Bias . *““Wear-Ever,” Clinical Ware Division, 
C Clinical Ware. Observe too, how much it cuts Senna Sannin Sree Deetelen 
ALUMINUM . 704 “*Wear-Ever” Building, 
v2 as your replacement costs by lasting longer. New Kensington, Pa. 
O Gentlemen: Send your new catalog 
TRADE MARK describing the complete line of ““Wear- 











REG. U.S. PAT OFF. Ever” Aluminum Clinical Ware. Mail to: 


Name _ 


“Wear-Ever’ Aluminum [Qu 
CLINICAL WARE He 


City State_ 
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About the Heart 


© A few weeks ago, the visitor to Beth 
Israel Hospital, New York, who hap- 
pened to take a quick glance about the 
spacious auditorium might have suf- 
fered a shock. Could it be that the hos- 
pital was so overcrowded that the stage 
had to be transformed into a patient’s 
room? Your Roving Reporter, used as 
he is to seeing patients tucked away 
most anywhere during winter months, 
was not fooled. He had been tipped off 
that the New York Counties Registered 
Nurses Association was holding a con- 
ference on the clinical aspects of cardiac 
disease under the supervision of Doro- 
thea Daniels, R.N., director of the Beth 
Israel Hospital School of Nursing. 

The only thing missing was the 
patient! There was the bed fixed for 
cardiac care with the knee position 
raised, and the pillows arranged to raise 
and support the back of the head and 
the neck. There were pillows for arm 
support, too. Every type of treatment 
and medication was demonstrated, in- 
cluding oxygen therapy and_ special 
diets. 

No wonder the audiences at each of 
the two showings were large and en- 
thusiastic. Having been thoroughly in- 
formed on general nursing care in 
cardiac cases, they were even shown the 
follow-up of such cases through the 
social service department. 

That’s all there was; there just 
couldn’t be any more! 


38 





Visiting Hours 


® Sunday afternoon in a small com- 
munity hospital! Crowds of people 
were thronging in and out, standing 
in groups along the corridors and on 
the stairs. Distracted nurses forced 
their way through to reach their pa- 
tients who required attention. The air 
was heavy. 

In her office on the first floor, the 
superintendent nodded her head wear- 
ily: “I know. You don’t have to tell 
me it’s all wrong. But you can’t do 
anything else in this community. 
They'd resent it.” 

But suppose, Miss Superintendent, 
just suppose you were to distribute a 
little booklet on the subject of visit- 
ing patients in the hospital as William 
B. Sweeney does at the Windham 
Community Hospital, Willimantic, 
Conn. He has visiting rules and he 
uses this booklet to enforce them. 
They are: private rooms, 9 a.m. to 
8:30 p.m.; semiprivate rooms, 2 to 
4 p.m. and 6:30 to 7:30 p.m.; wards, 
2 to 3 p.m. and 6:30 to 7:30 p.m. 
Only two visitors to a patient are 
allowed during each visiting period, 
except in the private rooms, where 
only two visitors are permitted at the 
same time, but the number is un- 
restricted. Here is how he explains the 
reason for adhering to these rules: 

“We must all realize that patients 
are here to get well... . NorHinc must 
stand in their way. 


“It isn’t a question of hospital rules 
or routine. Simply that . . . whatever 
they pay, or whether they pay any- 
thing, they have a claim to the finest 
type of care this hospital can give. 

“And so the visits to patients have 
to be kept within bounds. And that 
is why we have been compelled to 
establish rules as to hours and num- 
ber of visitors, when the sick men, 
women and children in our care may 
receive their relatives and friends. 

“We do not want a thing to happen 
to impede their recovery. 

“And yet, it is so easy to tire a 
patient who is still very sick, keeping 
him or her in the hospital several days 
more than necessary. 

“A relapse is easy to bring about. 
Unthinkingly, any of us might be re- 
sponsible. By staying too long, by 
crowding around the bed, by coming 
at all in critical stages of illness, we 
may actually visit hardship on _ the 
very ones we love the most. 

“Then, too, if you have a cold and 
have a regard for our patient guests, 
please stay away until you are well. 

“If you could see some patients 
after visitors leave, you would under- 
stand how they need to be protected 
against their own desire to talk to 
people. 

“Surely you will cooperate and keep 
these things in mind.” 


Instead of Flowers 


® For those who would do something 
for the hospital in memory of a rela- 
tive or friend, St. Luke’s Hospital, Den- 
ver, has devised a neat little 344 by 5% 
inch card that serves as an acknowledg- 
ment. Printed in black on white stock 
it reads: “The Saint Luke’s Hospital 
Association acknowledges with appre- 
ciation the donation by [ place 
for name] of... [amount], in 
memory of... [place for name]. 
A line is also provided for the secre- 
tary’s signature and the date. 

A supply of these cards is available 
at the hospital desk and they are dis- 
tributed among undertakers’ establish- 
ments in Denver. 

A donation to the hospital in mem- 
ory of someone who has passed away 
frequently takes the place of flowers, 
particularly where an abundance of 
floral tributes is assured. 
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LOOKING FORWARD 





Warning for the Future 


F NOT at this session of Congress, then at the next 

or the one following that hospitals will be brought 
under the employment as well as the old age sections 
of the Social Security Act. The trend is definitely in 
this direction and it is just a matter of time until our 
employes obtain the protection. 

There is also a decided trend among the various 
states toward the adoption of merit systems in com- 
puting the amount of tax to be levied against em- 
ployers. 

Hospitals, therefore, should take thought of the 
possible future effect of these two trends. When merit 
systems are set up, a careful study is made of the 
previous employment history of the individual enter- 
prise or the whole class to which it belongs. The 
institutions or classes that have low. labor turnover 
are given the lower tax rates; those with high turnover 
must pay accordingly. 

The time to consider the problem of labor turnover 
is before rather than after hospitals are brought under 
the jurisdiction of the national or state acts. It may 
well be that the history of the institution in 1938 and 
1939 and 1940 will be of greater significance than its 
current activities at the time the act goes into effect. 

The statement is sometimes made that hospitals have 
little or no labor turnover. This is true of many insti- 
tutions. But there are others for which it certainly is 
not true, at least in the housekeeping and food service 
departments. A study a few years ago in a large 
eastern hospital revealed more than 200 per cent turn- 
over in a single year in these departments. And what 
of the floor duty nurses whose employment fluctuates 
with the hospital census? 

What can hospitals do? The only answer is to 
develop a sound personnel relations program admin- 
istered by a person who knows modern personnel 
management thoroughly. There should be careful 
sorting at the time of employment; employes should 
be fitted nicely into the positions which they are to 
occupy; attention should be given to all working 
conditions that may decrease the employe’s content- 
ment and his efficiency; no one should be discharged 
without a full exploration of the facts by some im- 


partial top executive; an exit interview at time of dis- 
charge or resignation should attempt to elicit the reason 
for the loss of the employe, and steps should be taken 
to try to rectify the causes. 

When possible, the program for the year should be 
planned so that the maximum number of employes 
will be given employment the year round. Seasonal 
work in some instances may be let out to independent 
contractors. 

Careful personnel management will pay handsome 
dividends in more contentment and efficiency on the 
part of employes. It may also ultimately reduce the 
employer’s contributions for unemployment insurance. 


National Health Act 


ENATOR WAGNER of New York introduced on 
February 28 the long-awaited National Health Act. 
Details of the bill are given in the news pages. 

The two sections of the bill of most interest to 
hospitals are title XII providing for the construction 
of additional general, mental and tuberculosis hospitals 
and title XIII providing for federal grants to states 
“to extend and improve medical care.” 

For constructing and operating general hospitals, the 
program provides for federal appropriations of $8,000,- 
000 for the next fiscal year, $50,000,000 for the year 
following that and $100,000,000 for the third year. 
After that, the sums to be appropriated are to be 
“sufficient to carry out the purposes of this title.” An 
additional but unspecified sum is to be appropriated 
for mental and tuberculosis hospitals. The program is 
directed especially to aid rural areas or areas suffering 
from severe economic distress. 

The surgeon general of the U. S. Public Health 
Service is to draw up regulations governing the allo- 
cations for hospital construction. He is directed to 
take into account the need for additional facilities and 
the financial resources of the states. The federal gov- 
ernment’s share of the cost will vary inversely with the 
wealth of the state: from 66 2/3 per cent in the states 
of lowest income to 33 1/3 per cent in the wealthiest 
states. Hospital construction is to be administered or 
supervised in each state by the state health agency. 








Ownership of the hospitals must be vested in the 
states, cities, counties or other political subdivisions. 
No aid to voluntary hospitals is contemplated. 

Hospital persons who have talked with those mem- 
bers of the U. S. Public Health Service actively en- 
gaged in developing this part of the program are 
convinced that they are fully alert to the need for 
conserving existing voluntary hospitals whenever these 
are offering service of acceptable quality. The service 
officers do not wish to duplicate existing facilities but 
rather to provide acceptable hospital facilities in those 
areas, principally in the South, in which present fa- 
cilities are actually inadequate. In some instances, of 
course, this inadequacy could be remedied if increased 
financial support were given to existing hospitals. But 
in many other places hospitals are too small or too 
far apart to give acceptable service. 

There is not, as yet, equally strong assurance that 
the federal officials have faced realistically the problem 
of maintaining high standards of medical service in 
these small hospitals. Unless great care is taken, these 
additional small hospitals will merely serve the pur- 
pose of allowing physicians to operate who are not 
competent surgeons. The Public Health Service should 
give immediate and most careful attention to this prob- 
lem. It will not improve the health of the nation to 
increase the number of poorly qualified men engaging 
in surgery and other major specialties. 

Care should also be exercised to assure high stand- 
ards of administration in these hospitals. The sugges- 
tion has been made that public health officers assume 
the added duty of administering the small community 
hospitals in their areas. If these health officers can be 
persuaded to take a nine months’ course in hospital 
administration followed by an administrative intern- 
ship of several months, this suggestion is excellent. 
But how many of them would then be willing to go 
to a rural community? The idea seems impractical. 
It would be better to employ young men and women 
who have acted as assistants to competent administra- 
tors. There should be enough of them available to man 
whatever number of hospitals will be built. After all, 
if the states and localities have to pay from one-third 
to two-thirds of the cost, this construction program is 
not going to go at a tremendous pace immediately. 
More competent administrators are being trained every 
year. 

Title XIII of the National Health Act appropriates 
$35,000,000 to states to aid them in extending and im- 
proving “medical care (including all services and 
supplies necessary for the prevention, diagnosis and 
treatment of illness and disability)” and in training per- 
sonnel. This part of the bill is so vague that it might 
imply a complete program of medical care set up under 
the state health department, a program of compulsory 
health insurance for all or any part of the population 
or, perhaps, only a program for the care of the indigent. 
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It is hard to comment intelligently upon so vague 
and fluid a program. Almost all details of the program 
are left to the Social Security Board to work out. It 
may be presumed that the board will only approve 
plans of compulsory health insurance or complete state 
supported medical care, since these two proposals have 
been the ones that representatives of the board have 
been publicly advocating. However, it is not impos- 
sible that the board might approve a plan whereby 
local governments would pay voluntary health insur- 
ance agencies for the medical and hospital care of the 
indigent. It seems odd that so experienced a statesman 
as Senator Wagner would ask Congress to write a 
blank check in so large an amount. 

Curiously enough, no mention is made of medical 
care of the indigent, a subject much discussed at the 
National Health Conference last July. Professional 
groups largely agree that the government should act 
constructively on this problem. Perhaps title XIII 
is broad enough to include this service. But on this 
one title the proportion of federal contribution is radi- 
cally cut. The poorest state gets only 50 per cent of 
its costs and the wealthiest, only 16 2/3 per cent. Surely 
a good quality of medical care of the indigent is as 
pressing a need as any of the other subjects presented. 

Obviously there are several points at which Senator 
Wagner’s bill needs amendment before Congress 
should pass it. 


More Hope for Public Relations 


HE hospital field has lagged behind other fields 

in the quantity, and sometimes in the quality, of 
its public relations efforts. For many years, certain 
leaders have been advocating greater activity and more 
intelligent direction in this field. But most hospitals 
and most hospital associations have been blissfully 
unconscious of the crying need for a sound compre- 
hensive public relations program. 

Several factors are bringing a change. The first was 
the advent of hospital care insurance plans. Their 
very existence is a real step toward improving the 
relations between hospitals and the public. Further- 
more, the best plans have necessarily brought time, 
money and imagination to the public relations prob- 
lem. Some state hospital associations, notably Pennsyl- 
vania, have built public relations programs. A few 
of the local hospital councils have been active. Here 
and there individual hospitals have begun to catch 
the major idea. Some of them have done so as prep- 
aration for a fund raising campaign; others, as part 
of a permanent policy of the institution. Some hospitals 
were shocked by labor disturbances into a realization 
of their lack of strong public support. They are now 
belatedly trying to mend their fences. 

These various efforts are now to be amplified on a 
national scale. The executives of the hospital care 
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insurance plans have voted to assess themselves to 
finance a research and public relations program on a 
permanent national basis. The budget for the first 
year will probably provide $15,000 or more. As the 
plans grow in size the budget will increase accordingly. 

Emphasis will wisely be put first on the research 
aspects. No sound public relations program can be 
built without careful study of needs and sincere at- 
tempts to meet needs. Hospitals should follow the 
results of this research work carefully and make every 
reasonable effort to cooperate with the service pro- 
gram which will eventually come out of it. If we 
hope to build a strong nation-wide hospital care insur- 
ance plan that will make compulsory insurance un- 
necessary, it will take the combined efforts of all 
concerned. 

The American Hospital Association also has taken 
a step toward creating a definite public relations pro- 
gram. About $2000 was appropriated to the council 
on public education for exploratory purposes. Of 
course, the work of the various councils and study 
committees of the association often is of definite value 
in building a public relations program. Usually the 
results of these studies have been buried in formal 
reports and professional journals where they do not 
reach the eyes of the public. The appropriation made 
by the trustees is a hopeful sign. If it is expertly 
administered, it may portend a day when the Amer- 
ican Hospital Association will have a well rounded 
and effective public relations program for. the hospi- 
tals of the United States and Canada. 


Hats Off to the A.C.H.A.! 


EGINNING on Jan. 1, 1940, the American College 

of Hospital Administrators will require all persons 
who wish to become fellows of the college to submit 
a thesis that meets with the approval of the board of 
examiners and the board of regents. Until that time, 
hospital administrators of recognized standing and of 
at least ten years’ successful experience may, upon 
recommendation of the credentials committee, be 
elected to fellowship directly. The last meeting of the 
credentials committee at which such action can be 
taken will be held next July. All those who wish to 
be considered at this meeting should make application 
immediately. 

The college is to be congratulated on the steady 
progress it has made toward its goal of becoming a 
certifying agency in the specialty of hospital admin- 
istration. In the beginning there was considerable 
doubt as to the validity of some of the claims made 
for the college. Today it is widely recognized as a 
potent agency for advancing the standards of hos- 
pital administration. Membership and fellowship in the 
college are coming increasingly to signalize true 
achievement. 
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Hippocratic Wisdom 


HE Oath of Hippocrates represents the epitome of 

medical ethics and binds all physicians to eschew 
any practice harmful to the patient. Therein is set 
down a direction to the untrained surgeon: “I will 
not cut persons laboring under the stone but will leave 
this to be done by men who are practitioners of this 
work.” 

Surely this precept is highly applicable to today’s 
difficulties in controlling the practice of surgery by the 
poorly equipped, rash young surgeon. It is the duty 
of surgical organizations to place their qualifications 
so high that only the safe well prepared physician may 
be recognized as a surgeon. Hospitals, except those 
that are self-classified or are only concession granting 
organizations, will do well to scrutinize their surgical 
staffs carefully to learn whether some who do not 
deserve the rank are permitted major surgical privileges. 

It is an unsafe institution which concludes that the 
nature of the surgery practiced is a matter between 
the patient and the physician and one in which it has 
no responsibility. Moreover, a knowledge of one spe- 
cialty does not guarantee an equal skill in the practice 
of another. A highly trained laryngologist would 
hardly be expected to be a good obstetrician or internist. 


The X in the R 


ONFIDENCE is an abstract human quality that 

defies any effort at dimensional measurement or 
any attempt fully to explain its origin. It may repre- 
sent only an unexplained belief in the ability, knowl- 
edge and efficiency of an individual or institution. 
It often consists of a composite of small personal or 
professional excellencies, real or supposed, which appeal 
to the individual. 

Not the least important ingredient in the physician’s 
prescription is a firm conviction in the patient’s mind 
that here at last is a health restoring combination of 
drugs. This is the “X,” the unknown in the thera- 
peutic formula. Men foregather from all points of the 
compass to be treated by a physician in whom, with 
or without justification, they have confidence. 

The hospital may also inspire the same blind belief 
in its capabilities. This fortunate state of the public 
mind, however, does not often result without con- 
scious effort on the part of the hospital. It is likely 
to exist when each staff member is appointed on merit 
alone, when each prescription, diet tray and laboratory 
or x-ray study is guaranteed by the board of trustees 
as equal to the best. 

On the other hand, there are factors that destroy 
the public belief in the hospital even more swiftly than 
it is built. The manifestation of a tendency to practice 
sharp commercialism is one of the most certain 
destroyers of public confidence. 
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Of educational rather than thera- 
peutic value, the toy that is oc- 
cupying the youngster’s attention 
is designed to teach control and 
coordination of hand and eye 
muscles as well as to amuse him. 


LLNESS | subjects children to 

many trying experiences, even in 
the best regulated hospitals. Fears 
of operations, feelings of insecurity 
in an unfamiliar situation, homesick- 
ness, disturbing pain, lonesomeness, 
restlessness, boredom, these and 
other disintegrative reactions that 
almost inevitably arise in the hos- 
pitalized child can be treated effec- 
tively or even averted entirely by 
wise play “therapy.” 

The child who is engrossed in 
play is not likely to grow resentful 
against people and conditions, has 
little time to worry or to feel sorry 
for himself and is not likely to be- 
come habituated to invalidism. He 
maintains stimulating interests and 
retains cooperative contacts with 
other children. Even a long period 
of hospitalization under such con- 
ditions need not leave psychologic 
scars which handicap him in his 
later efforts to return to patterns of 
normal living. 

During acute illness, medical 
treatment must take first place. But 
during convalescence, much can be 
done to help meet the psychologic 
needs of small patients. The type 
of entertainment provided may play 
an important rdle in determining 
personality patterns with which a 
child emerges from illness. If he is 
provided with books and play ma- 
terials with which he can entertain 
himself much of the time, he is not 
likely to be demanding. Happy 
hours of constructive play help him 
physically and__ psychologically, 
especially in long, tiresome illnesses 
in which he may be tempted to 
withdraw into a world of fantasy. 

Under well controlled conditions, 
a sick or convalescent child may en- 
joy certain quiet types of group play. 
In this way he can keep contact with 
his fellows and resist temptations to 
withdraw into himself. 
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Play Therapy— 


ETHEL KAWIN 


Although a few hospitals have 
pioneered with excellent play pro- 
grams as integral parts of their care 
of children, it is somewhat startling 
to discover the extent to which most 
hospitals —even those with other- 
wise excellent standards of care — 
tend to ignore the psychologic, social 
and play needs of little patients. 

The average nurse has neither the 
time to serve nor the training to 
understand the social and play needs 
of children, and many hospitals do 
not at present feel able to employ 
specialists who are equipped to give 
this service. 

With greater understanding of 
the needs of children and some prac- 
tical knowledge of play materials, 
hospitals could do a great deal to 
overcome their deficiencies in this 
field without the expenditure of 
large sums of money. In this and 
a succeeding article, some rudimen- 
tary facts concerning children’s play 
needs and play materials are being 


presented in the hope that they may 
be of practical help to hospitals inter- 
ested in improving their care of 
young patients. 

Even if the hospital can provide 
professionally trained specialists to 
plan and carry on its play program, 
courses giving at least a minimum of 
training in this field should be made 
available to nurses and to volunteers. 
The possibilities of utilizing such 
volunteer service, based upon a good 
orientation course in play, have 
scarcely been tapped by most hospi- 
tals. From such courses nurses and 
volunteers should develop some un- 
derstanding of the philosophy and 
psychology of play, learn the various 
educational values of toys and play 
activities, become familiar with the 
types of play suitable at various age 
levels and gain an understanding of 
how to choose play materials wisely 
for individual patients. 

When this knowledge has been 
acquired, the nurse will be able to 
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provide play programs for her pa- 
tients which will not seriously in- 
volve extra demands upon her time, 
provided the hospital makes available 
wisely selected play materials. For 
children in general it is considered 
wise procedure to provide them with 
the right materials and then leave 
them free to play. Therefore, the 
fact that the nurse has no time for 
active play with the child is no handi- 
cap to good play procedure. Hos- 
pitals need not regard adult partici- 
pation or even adult supervision as 
essentials for the play of children. 

Of course, hazardous toys must be 
avoided. Sharp points, cutting edges, 
small removable parts that can be 
swallowed — such dangers as these 
must be considered, especially in the 
playthings used by very young chil- 
dren. With these precautions, the 
simple provision of well-selected play 
materials can, in itself, provide the 
basis for an adequate program. 
Participation of trained volunteers 
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makes possible certain enrichment 
of the child’s play experiences and 
could be managed by many hospitals. 

The acquisition of good play mate- 
rials need not be expensive for a hos- 
pital. Many desirable toys would be 
contributed by generous friends of 
children if a planned play program 
were known to exist. Sample displays 
of toys can be set up by the hospital 
to suggest to visiting relatives and 
friends the desirable types of play- 
things that make welcome gifts for 
the hospitalized child. 

A place for the child to keep his 
toys while in the hospital should be 
provided; a cardboard grocer’s box 
will suffice if no more finished con- 
tainer is available. There should be 
a setting of maximum physical com- 
fort. Adequate lighting is impor- 
tant, as is also a support for the 
child’s back. A flat steady surface 
to serve as a base for block building, 
drawing, coloring, pasting and play- 
ing games is almost essential. Such 


This small nurse is already start- 
ed on her career (including the 
cap) with several woolly patients. 
She is learning kindness to 
animals as well as how to dis- 
tinguish various breeds of dogs. 


a service can easily be provided in a 
hospital with an overbed table, or 
even improvised with a flat smooth 
board supported at both ends by 
books, boxes or pillows. For reading 
and certain kinds of play, a tilted 
surface adds comfort and ease. 

When a child is no longer con- 
fined to bed, he may sit in a comfort- 
able chair or play on a warm floor. 
Later he may be ambulatory. Toys 
for these several stages should be 
chosen with the child’s limitations 
clearly in mind. 

The amount of play permitted 
must, of course, be determined by 
the physician. The child should not 
be strained by too much excitement 
or fatigue. 

In selecting play materials, con- 
sideration must be given to the 
child’s physical condition, his age, the 
level of his development and his in- 
dividual needs and interests. It is 
well to remember that when ill he 
is likely to prefer toys of a simpler 
type than those he plays with when 
well. 

The chart shows a selected list of 
toys for sick-abed or convalescent 
children. The age groups for which 
each type of toy is likely to be suit- 
able are indicated by a check in the 
appropriate column. 

A good toy is a toy with which a 
child can do something. But what 
the sick child may be allowed to do 
may in some instances be limited. 

Play materials should be chosen 
with reference to each child’s devel- 
opmental level. Anyone who watches 
children grow soon observes that 
their development takes place in an 
orderly sequence that is consistently 
characteristic of the majority of 
youngsters although individuals may 
vary from the pattern. 

The individual child tends to play, 
at any given period, in those fields 
or activities in which he is growing 
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or developing most at that period. To 
make constructive provision for the 
play activities of children, therefore, 
one must know the “norms” or char- 
acteristics of each age. 

Infancy is characterized by sensory 
exploration, by the development of 
motor control and by the initiation 
and development of speech. Early 


sensory exploration, greater develop- 
ment of motor activities, continued 
increase in speech abilities and great 
social development. The child of pre- 
school age delights in physical activ- 
ity and in doing things for himself. 
Recognizing this, the nurse whose 
little patient is not too sick for phys- 
ical activity will allow the child 





childhood is characterized by wider some active play and will let him 


Toys for Sick or Convalescent Children 











Age Groups* 








Birth 
Name of Toy to2 2and3 4andh~ 6-9 10-13 = 14-16 
Years Years Years Years Years Years 
MEM CES Tt ci mails’ weikwwa" cbeccibg V Vv 
Balloon sets (for construction)...... ...... 0 2.2.2.0 cee eee eee eee v Vv 
8 Ec ee re v Vv | ie ee ae a ee 
Beads (large ones to string). . V V V V \ —_—— 
Building blocks (different varieties “we V V V V ‘ce 
SS SS Sr V We Gite eee 
a ew eeied EbieeiekG | -sucssees Vv Vv Vv 
SSOMUETIIOLIOM RET... 5.5. keke \ \ ay SRS Goat oat 
Cutouts (pictures, paper dolls)......  ...... V V V \ V 
eS eRe eee Vv V V V A 
Smal! dolls and dresses (also material 
awe aw V v * NE eer: 
Doll and trunk with wardrobe....... ...... ...... y V al) eee 
EES SS 5 ee ee Vv v | J Seo 
EEE V \ w seeees) Seaeks 
Educational chimes; xylophones..... ...... \ V Wi eer er ete 
Felt-o-grams (different ee \ Vv v V 
Electric _ GEEECREESETEE S? SGlkns canes  « pawisrs \ \ v 
Farm sets. . 231 at a IS el V ).. Seeks  peeree 
Harmonicas. ee EE Swe uiOrnene sk “wesies. weeelee. oaxkus V Vv Vv 
UN n a iinet cwkeess “xebees €hh6ne cavieve Vv Vv V 
SS a a ee bike tae i i -ahesud Soak kebitwe sah eee 
ey leek agi) ANAy AS ORK eed GawESe —deeaes a eRe 
ave ri aig wake webede cence «beeos SES he aaa ars 
ESSE reek kek ewes oa ce on V ES reien, Seen ahaa. 
— PASEO uS Ee kwccses, -bsnde. atlas. wucaar V V \ 
Puppe i aaNet) NARS. Saks oe S oles Vv V Vv 
Magic iis PRERSERERG See Oe Eed ° Saku Kiedecs w.  Seiewe zceeee 
a hGuw cs Gwenre'n Vv Vv —- ‘eae 
oS iG kb dws Sineuiea Seen V V Vv 
Picture puzzles (various types)...... ...... V \ \ \ v 
Pegboards (various types).......... v \ * A ee ee ee 
RENN CCL CiGiucwnspis  --se06 <oec-sia x . Wie eee ke ane 
Rubber stamp alphabet sets to print 
I gs? gute, asudng . Sie? see 
REIT SURO GEG coe tha se%s sesso Vv V V V V 
ENG bbe nieeee wae isn! anewne-  aeeavre Vv v V Vv 
EE cea | soweiva sacdees V Vv es cee 
i ba nih ys Gnpiicss GddR eS” 0E%4e0 V V v 
Scrapbooks and pictures............  ...... 0 ...... Vv We oceeRe cor: o cieiee 
Ge Mkts ewe bs. Soe 'wns V V v 
ec rekhesGiveebcccs savcss. <cd0eu “eine Vv v v 
PPPS ccs oe Sas Saakex, Uxwee Gases O° 2st: 
Telephones (toy dial).............. 0 ...... V ST ee a ee 
Telephones. . renee bet Steins. scissted v Perr 
Train sets (various types)... ee Vv V v Vv Y V 
USL ol sees “Gwvses Sésce' aatews V Vv Vv 
Wax for modeling. . Steck eek axenwe Vv Vv Vv v v 
Weaving a types).. ee eee Vv V ’ Vv 
Permoplast. . Eg ee ere 5 Se ree mee ee 
Clay ee ee ae eee Vv Vv Vv Vv Vv 
Board games (of many varieties).... ...... ...... V Vv V Vv 
Card games (of many varieties)..... ...... ...... ...... V V V 
Animals (collection of small ones).... ...... V V Wee ta. Berend 
Animals (soft to hold).............. v \ Nie Pn api eey: fin Grin 
Tinker | ES eee ee V V V * A ee a 
a tase  ¥c's vues V V V V V 
lak kecscwss vensvs sb ¥ees V "Soc See ee 
eee Et cae kak webines Vv Vv Vv 


PS oo ia ve unis clon Si 


*This list is condensed from Table I—Toys for Convalescent Children, in Chapter X of “The 
Wise Choice of Toys” by Ethel Kawin, published by the University of Chicago Press, 1938. 


46 


take care of his routine needs to the 
extent that this can safely be allowed 
in his condition. 

The child’s “big muscles” have 
been pretty well developed during 
his toddler days; by the age of 2 or 3 
he is ready for greater control of 
them and for the exercise of some 
of the finer muscles of his hands and 
fingers. Toys such as peg-boards, 
which afford exercise of these finer 
muscles, are a source of great enjoy- 
ment to 2 year olds. There are a 
number of these quiet forms of play 
especially helpful for youngsters 
whose physical condition is such that 
they should not be running about. 

The latter part of the preschool 
and the kindergarten period—the 
ages of 4 and 5—is marked by in- 
terest in construction and in imita- 
tive and dramatic play. Youngsters 
of these ages delight to play with 
dolls and furniture, and to pattern 
the care of their babies after that 
which they themselves receive. The 
little girl who bathes her doll and 
makes her dolly’s bed is following 
one of her basic interests at this pe- 
riod. Children who have known 
illness almost always enjoy playing 
doctor and nurse. Sometimes their 
imitative behavior reveals most in- 
terestingly the experiences that they 
themselves have had as little patients. 

By the time the child reaches 
school age, he develops definite in- 
terest in learning specific skills, both 
physical and mental. Enjoyment of 
imitative and dramatic play does not 
diminish. Interest in games and in 
social play becomes more marked. 
As the child reaches the age of 8 or 
9, he is not so dependent upon actual 
toys as are younger children but, 
nevertheless, at this age the great- 
est number of play activities are to be 
found. 

From 10 to about 14 years of age, 
children are increasingly interested in 
group games and in developing all 
sorts of manual and motor skills. 
There is growing attention to ob- 
jective reality and marked growth in 
intellectual interests. They find it 
fascinating to make realistic and de- 
tailed models of boats, trains, air- 
planes and the like. Many girls of 
this age enjoy making doll clothes 
that are replicas of garments worn 
by real people. These interests and 
skills often provide the bases upon 
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which hobbies develop. Construction, 
collecting, gardening, weaving, paint- 
ing, puppet or marionette play, any 
such activity can be an enriching 
experience of either temporary or 
permanent character. 

Manufactured toys are not the only 
possibilities. Every hospital has avail- 
able crude raw materials which as 
substitutes for finished toys have un- 
limited play possibilities. From the 
laundry may come cardboard and 
soaps; from the linen room may 
come empty spools; from reading 
rooms may be gathered magazines 
with pictures; from all departments 
boxes can be obtained. The kitchen 
can supply orange crates, berry boxes, 
milk containers, burlap potato sacks 
and bottle tops. Paper napkins and 
perhaps a few paper lace doilies may 
be obtained from the dining room. 

Cardboard offers endless possibil- 
ities of cutting, folding and construc- 
tion. Cardboard from a shirt front 
can be made into a checker board, 
with metal bottle tops as the check- 
ers. Cakes of soap may be carved 
into all sorts of shapes and figures. 
Spools can be made into little figures, 
furniture or (along with boxes) into 
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The little girl at 
the desk in the 
picture above is 
learning to draw. 
She has as_ her 
guide the cut-out 
dog on the card. 
Cards with cut- 
out letters are used 


to teach spelling. eo 


wagons or tiny automobiles. Pictures 
make decorations for boxes or may 
be pasted into scrapbooks made of 
wrapping paper. Crates and berry 
boxes can be transformed into doll 
houses or play stores. 

A milk container can become a 
windmill or, with a little remodeling, 
a quite acceptable doll cradle. An 
Indian costume or wigwam may 
emerge from what was once a burlap 
sack. Paper napkins and lace doilies 
make attractive clothes for paper 
dolls, or at the appropriate season, 
lovely valentines. 

These are only a few illustrations 
of ways in which simple materials 
such as are available in any institu- 


Children are taught to make beds correctly. 
Below: Stamp collecting is interesting and instructive. 


tion may be utilized for constructive 
and creative play. 

Some play activities require no 
equipment. Such entertainment can 
be utilized by the nurse while giving 
routine physical care and can be used 
with children of different ages. Illus- 
trations of play of this type are 
dramatic and finger play, nursery 
rhymes, nonsense jingles, puzzles 
and riddles, simple hand tricks and 
guessing games. Actual experience 
has shown that the addition of such 
play not only benefits the child but 
expedites routine care because it in- 
creases the little patient’s cooperation 
and relieves the monotony of physi- 
cal care for the nurse. 
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9 gamers rounds of the hospital 
produce information that leads 
to an intelligent plan of work, but 
the same routine visits to the various 
departments may be far more pro- 
ductive if they are based on reports 
previously received and studied by 
the administrator. 

Daily reports are an important 
factor in keeping the administrator 
fully informed on the internal affairs 
of his institution. When properly 
designed and used, such reports are 
among the most useful instruments 
at his command. 

Department heads may be class- 


In Detense of 


name. Knowing a man’s name is not 
enough. Something of his work and 
his workmanship should also be 
known. This can best be learned by 
personal observation of the man. 

A graph is a quick, understandable 
device for recording comparative per- 
formances. Whether it is a patient’s 
temperature chart, the record of coal 
burned or a record of business cycles, 





CENSUS REPORT 





Date - July 29, 1937 


Period Ending 12 Midnight 








ea. Riac F1.35{ Total 











Total Patients Previous HKeport 66 71 94 231 
Total Patients Admitted 18 9 5 32 
Total Births 4 4 





Total Patients Died 


none none none none 














Total Patients Discharged 13 12 7 32 
Total Patients in Hospital 12 a.m.| 71 68 96 235 
— ——— —_—_—— —— 














Free Serv.|Infants Boarding it J County | City 
8 





4 43 4 
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Such reports as this and the one below indicate trends in hospital business. 


ified into two groups: those with 
initiative and those without. In 
whichever group they may be, there 
is a constant need to know what they 
are initiating and how efficiently 
they are conducting their respective 
departments. The mere fact that a 
daily report is requested lends inter- 
est to the job, stimulates effort and 
assures betterment of the actual ac- 
complishments. The department 
heads come to feel that theirs is a 
responsible job, that they are im- 
portant factors in the organization 
and have a responsible part in the 
conduct of the hospital. 

How many of your employes can 
you call by name? Nothing pleases 
a man more than the sweet music 
of hearing his own name repeated. 
You cannot accomplish this feat un- 
less you have formed the habit of 
making rounds and seeing employes 
often enough to know them by 


The author is superintendent of the Millard 
Fillmore Hospital, Buffalo, N. Y. 
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the graph makes progressive com- 


parisons. Before making the graph, 
however, essential facts must be ob- 


tained and these can best be had 
from daily reports. 

Trends in business have real sig- 
nificance. With a trend definitely 


established, plans for future devel- 
opment or expansion may be made 
with more certainty. To determine 
whether or not a trend exists, there 
must be frequent samplings or a sys- 
tem of records that will supply suf- 
ficient data for the purpose. By an- 
alysis of these figures, it is possible 


By HAROLD 


to measure progress and enjoy its 
psychologic benefits. 

Let us now examine a set of daily 
reports that have had sufficient use 
over a period of years to prove their 
value. 

One of the commonest questions 
asked by members of a_ hospital 
board is: “How is business?” No 
one cares to think of it in just that 
light but hospital business is good 
when there is a high percentage of 
occupancy by paying patients. The 
daily census is the yardstick with 
which to make such measurements. 

In addition to knowing the total 
number of patients in the hospital 
we should know how they are dis- 
tributed, how many are in wards, 
private and semiprivate rooms and 
nursery. It is also useful to know 
how the number of admissions, as 
well as the occupancy, on any given 
date compares with the same day in 
the previous month or with the same 
day and month of the last two years. 
The census provides a means of 
keeping in close touch with trends 
as well as giving a complete daily 
record. 

It may be worth while to consider 
the choice of words and phrases best 
suited to describe a patient’s condi- 
tion. It has been our experience that 
one clerk is kept busy between 8:30 
and 9 a.m. answering questions about 
patients. The replies given were 
sometimes found to be surprising 
and suggested the possibility of sav- 
ing time for floor supervisors by hav- 
ing condition reports given by the 
information clerk. Accordingly, we 
prepared a condition sheet, a copy of 
which is shown. This report lists 
every patient in the hospital except 








Admissions Total Admissions 
Date Year This Date This Month Census 
July 29 1937 32 588 2355 
July 29 | 1936 26 573 244 
Suny 29 1935 25 496 201 
June 29 | 1937 22 557 235 
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Daily Reports 


A. GRIMM 


babies in the nursery. Before going 
off duty, the night floor supervisors 
complete this report and send it to 
the information desk. 

From 7 o'clock in the morning 
throughout the day all inquiries 
about patients’ condition are handled 
by the information clerk. Except in 
the case of a critically ill patient 
whose condition is changing from 
hour to hour, it is seldom necessary 
to disturb the floor supervisor with 
calls for additional information. — , 

Mechanical equipment, such as the 
boilers, pumps, elevators and water 
heaters, must function perfectly if 
the hospital is to give satisfactory 
service. With twenty-four hour serv- 
ice being demanded, breakdowns are 
likely to be serious, are usually em- 
barrassing and are often expensive. It 
is important, therefore, that the man 
in charge of this department be equal 
to the responsibilities that go with 
the job. Too many times the hos- 
pital engineer is only a handy man 
or a clever mechanic, though some 
cities have ordinances that prescribe 
his qualifications and require him to 
be licensed. 

It is important that the chief en- 
gineer be capable of directing the 
work of such mechanics in his de- 
partment as the electrician, the 
plumber and the carpenter. Work 
must be planned, proper materials 
and tools must be at hand and a 
workmanlike job must be turned out. 

To keep equipment in running or- 
der it is important that inspections 
be made at proper intervals and re- 
pairs anticipated and carried out be- 
fore trouble develops. Such programs 
as may be worked out will be more 
likely to function if they form a part 
of the daily report, with a follow-up 





by the administrator from time to 
time or daily, if necessary. 

It is a well-known fact that steam 
pressure gauges and recorders alone 
do not provide sufficient information 
about the efficiency of a dressing 
sterilizer. However, the clock ar- 
rangement gives a valuable record of 
the time each load was run and 
sterilizer controls or a thermometer 


STERILIZER INSPECTION 
(To Be Made Each Week) 


ance of each unit and to keep these 
records on file for a period of at least 
two months. Postoperative infections 
are not easily traced. To. be able to 
eliminate the sterilizers as a possible 
factor is a great help. 

Not much has been heard about 
explosions of anesthetic gases in 
the last year or two but a daily 
record of the relative humidity in 
the operating rooms, taken each 
morning before the surgery schedule 
begins, is good insurance against 
such an accident. 

Humidity is now believed to play 
an important réle in the care of pre- 





ressing Sterilizers 


Operating Room 


Gasket 

Ie air and condensation 
discharge free and open? 

Test safety valve 

Qil moving parts of door lock 

Check door lock 

Check reducing valve 


Water Sterilizers 


eratin 
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Remove filter stone 

Clean with stiff brush 

Are there any cracks in 
stone? 

Does filter drain valve 
work? 

Check all valves for leaks 
Are the operators flushing 
the gauge glasses every 

day? 
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Test safety valves 


Check the valves | 
Do they leak? | 
Do they seat properly? | 
Any steam pipe leaks? | 
Do they drain properly? 
Examine all hot and cold j 

water faucets } 
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of the proper type buried in the cen- 
ter of the load, plus the time and 
pressure chart, give a combination of 
data that is dependable. 

The mechanical devices for elim- 
inating all air from the sterilizing 
chamber and the newer type of re- 
cording thermometers to be found on 
dressing sterilizers take much of the 
uncertainty out of steam sterilization. 

Nevertheless, it is good practice to 
have a daily record of the perform- 
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mature infants. Formulation of an 
opinion on the matter is made pos- 
sible by a daily record of the relative 
humidity in the premature room as 
well as in the main nursery. Nurses 
thus become humidity conscious and 
tend to see to it that humidity as 
well as temperature is kept within 
set limits. 

In making up the operating budg- 
et it is customary to allocate ap- 
proximately 25 per cent of the total 
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Charts showing the patient’s condition are given to the information clerk, enabling him to answer inquiries promptly. 
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expenditures to the food service de- 
partment. Sometimes this figure is 
even higher but, in any event, it rep- 
resents a goodly portion of the total 
operating cost. Hence, the manage- 
ment of this department should be 
delegated to a person who is well 
trained, has had sufficient experience 
and has the temperament to pay at- 
tention to minute details. 

Reports on the daily performance 
of the food service department may 
be intricate. On the other hand, they 
may be made to furnish the most 
essential data with little additional 
work on the part of the dietitian. It 
all depends upon the size of the hos- 
pital, the organization of the depart- 
ment and the nature of the informa- 
tion required. Some administrators 
may be interested in the varying cost 
of raw food; others may have rea- 
sons for studying dish breakage, and 
still others may want data on waste. 

Probably no one has devised a per- 


fect system of linen control. Human 
nature seems to urge the necessity of 
hiding sheets, towels and other ar- 
ticles of laundry in the drawers of 
dressers or on closet shelves. Any 
system that is to accomplish actual 
control of linen must recognize the 
hoarding tendency and automatically 
force nurses to bring the linens out of 
hiding. 

A linen control system that has 
been found entirely satisfactory from 
this standpoint calls for a daily req- 
uisition on the laundry from the 
various nursing units with a weekly 
inventory of all linen in use on the 
floor, in reserve, in the floor linen 
closets and in process or finished in 
the laundry. The use of this method 
soon establishes the total quantities 
available for each unit, shows the 
losses incurred and minimizes the 
difficulties usually encountered. 

The linen inventory is kept on a 
sheet similar to but larger than the 
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linen requisition form and _ records 
the total number of each item from 
week to week. Reference to the in- 
ventory record readily discloses short- 
ages. The administrator then knows 
that the housekeeper has failed to 
replace discarded linen, that there is 
some inaccuracy in the count or that 
the linen has been hidden. This 
method of linen control has been in 
use at our hospital for more than 
five years and we have found that it 
meets our needs entirely. Further- 
more, since all new linen is dated 
when put into use, we have accurate 
information regarding the life of 
sheets, spreads and pillow cases; 
these data are helpful when new sup- 
plies are being purchased. 

Individual ideas regarding the type 
and detail of the information re- 
quired in any given hospital will 
again determine the form that will 
be devised for a daily report on 
finances. Some hospitals have at 
their disposal the expert service of 
certified public accountants; others 
must depend upon their regular 
bookkeeper. In either case the ad- 
ministrator himself will determine 
the facts that are wanted and decide 
how these data shall be compiled. 

Generally speaking, all administra- 
tors are interested in knowing the 
amount of earnings from day to day, 
the total collected, the bank balance 
and the amount of unpaid merchan- 
dise accounts. They may go further 
and determine the occupancy of ac- 
commodations of various prices, al- 
though the time required to develop 
these data may be more than the in- 
formation is worth in some cases. 

The daily report furnished by the 
cashier, as designed by our auditors, 
has been found to furnish an exceed- 
ingly helpful record for the hospital 
administrator since he is fully in- 
formed on the most vital points. If 
he has learned to use a daily budget 
control record and will make fre- 
quent comparisons between the ac- 
cumulated operating expenses and 
the earnings he will go a long way 
toward keeping the hospital on a 
sound operating basis. With the total 
earnings divided into room charges 
and special charges, the latter repre- 
senting laboratory, x-ray, drugs, 
dressings and physiotherapy, he is 
able to follow the details to a sur- 
prising degree. 
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Early Morning Care—Postponed 


OR a great many years hospital 

administrators have endeavored 
to reduce noise and disturbances to 
patients in order to assure them long- 
er hours of rest and sleep. One evi- 
dence of this is manifest in the large 
“Hospital Zone” signboards placed 
just outside hospital grounds. 

Inside the institution similar meth- 
ods of protecting the patient are 
employed. Visitors, employes and 
attending physicians are made aware 
of the patient’s need for quiet by 
placards or posters. Doctors often 
prescribe sedatives or hypnotics to 
ensure additional sleep. 

All of these measures are taken to 
protect the patient from outside dis- 
turbances, while within the organiza- 
tion itself exists an unreasonable and 
unnecessary practice that is in direct 
opposition to the precautions now in 
vogue. 

It is the thoughtless procedure of 
waking the patients very early to 
give them morning care. Hospitals 
in which this practice is still in exist- 
ence far outnumber those that have 
to some extent remedied the situa- 
tion. 

Early morning care includes taking 
the temperature, sponging the face 
and hands, mouth toilette and, if the 
patient asks for it as most of them 
do, the bedpan or urinal. In planning 
early morning care, the night nurse 
usually allows five minutes for each 
patient. If the patient requires fur- 
ther treatment, such as change of 
dressings, more time is required. 

Many years ago, for some un- 
known reason, early morning care 
was assigned to the night nurse, and 
it continues to be a part of her des- 
ignated duties. The night nurse goes 
off duty at 7 a.m. after giving a re- 
port to the day nurses. In order to 
have her work completed and all 
recording on the charts by 7 o’clock, 
she is forced to begin her morning 
work early. If a nurse has 25 patients 
to care for at night (rarely does she 
have fewer) she must have at least 


Miss Price is instructor of nursing arts at 
Grant Hospital, Chicago. 
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half an hour for recording, which 
has to be done after temperatures are 
taken. Allowing five minutes for 
each patient (this is a conservative 
estimate) the nurse requires two 
hours for early morning care. In 
order to be ready to go off duty at 
7 a.m., the nurse must begin her 
morning work at 4:30! Even so, this 
allows no time for answering the 
telephone or patients’ lights, and the 
number of lights during early morn- 
ing care shows a marked increase 
over the average number per hour 
during the night. 

Nurses are admonished again and 
again in the classroom to remember 
that their most important obligation 
is the welfare of the patient. Ad- 
ministrative officers train their stu- 
dents to be considerate of patients. 
They do not, however, seem to real- 
ize the difficult position in which the 
student is placed when she is ad- 
monished to be considerate, to serve 
those who are ill, yet is forced to 
disturb the sleeping patient in order 
to “get her work done.” Students 
are not criticized for waking patients 
(the fact that a patient has been dis- 





Waking patients at un- 
earthly hours to give morn- 
ing care ranks as cruel 
and unusual punishment 
and is wholly unnecessary 
as Grant Hospital has 
proved to the satisfaction 
of patients and staff alike 





turbed is overlooked or ignored), yet 
they may be severely reprimanded if 
they fail to have all the patients 
“done” at the designated time in the 
morning. 

This habit stresses the importance 
of “getting work done on time” to 
such an extent that the welfare of 
the patient has become secondary to 
the duties of the nurse. No patient 
has ever been directly benefited by 
having his temperature taken, while 


ALICE L. PRICE, R.N. 


loss of sleep may prove to be a defi- 
nite obstacle to recovery and restora- 
tion to health. In spite of this, we 
continue to rouse the patient before 
daylight in order to carry out the 
thermometer ritual. 

Grant Hospital, Chicago, followed 
the customary practice until a year 
ago last April when, at the sugges- 
tion of Mrs. Dora B. Miller, acting 
director of nurses, a new plan was 
put into effect, whereby the patients 
were allowed to sleep undisturbed 
until 7 o’clock in the morning. After 
the plan was inaugurated, if a nurse 
wakened a patient before 7 a.m., the 
act was considered little less than 
criminal. Soon after the change was 
made, we discovered that some night 
nurses, who were a little reluctant to 
accept a change in the routine, per- 
sisted in waking patients. To over- 
come this interference, a notice was 
posted on each floor, to the effect 
that a nurse who wakened a patient 
for early morning care before 7 
o’clock would be dismissed. Since 
that time, there has been no opposi- 
tion to the plan. 

In making every morning a “be 
kind to patients” morning, the hos- 
pital was pleasantly surprised to find 
that the new system could be in- 
augurated without added expense. 
The change in procedure required 
no change in equipment or staff for 
the various departments. Nor did 
this humanizing plan cause great up- 
set or commotion when first put into 
effect. The change was made quietly 
and effectively. Night nurses were 
instructed as to the plan of proce- 
dure and patients were allowed to 
sleep undisturbed, only to waken or 
be wakened at 7 o’clock by the day 
nurses, who had also been instructed 
as to the part they would play in the 
new plan. 

Anyone who has been a hospital 
patient can understand the gratitude 
and appreciation that patients ex- 
pressed on learning that two or three 
of the long anxious hours of waiting 
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had been slept away. Most patients 
are definitely grateful for any meas- 
ure which tends to shorten the long 
hours. 

The plan in detail, as put into ef- 
fect here, consists of the following 
measures: 

For Night Nurses: 

1. Duties remain unchanged up to 
the hour of former morning care. 

2. After 4 a.m., if a patient wakens 
and wishes early morning care, the 
procedure may be given. 

3. Corridors are kept quiet and 
not lighted unnecessarily. 

4. A report of the condition of 
patients and whether they rested well 
is written and given to the nursing 
school office at 7 a.m. 

5. Charts are kept in order and 
charting for the night is completed. 

6. Unusual occurrences are re- 
ported in writing to the nursing 
school office. 

For Day Nurses: 

1. Morning report is received from 
the night nurse. This includes the 
names of patients who have had 
early morning care, if any. 

2. Assignment cards are read; tem- 
peratures are taken; morning care is 
given, and patients are put in a com- 
fortable position for receiving their 
breakfast trays. 

3. Temperatures and early morning 
care are charted while the patients 
are eating. Other routine morning 
duties are attended to just as they 
were before the change was made. 

4. Supervisors and ward instruc- 
tors plan their morning duties so 
that some nurses are assigned for 
each procedure, such as serving trays, 
feeding patients, cleaning and check- 
ing thermometer baskets, admitting 
early surgical cases, answering lights, 
returning trays to diet kitchen and 
giving baths to those operative pa- 
tients not yet receiving a diet. 

5. Linen is obtained from the floor 
supervisor. 

This plan has proved highly suc- 
cessful. An interview with a number 
of patients elicited such comments 
as: 
“I think it’s a splendid idea. It 
makes the morning go much faster.” 

“I like it. I was here two years 
ago and was wakened two hours be- 
fore time to go to the surgery, so I 
did a great deal of concentrated 
worrying. This time I slept until 
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almost time for the trip upstairs. I 
really did not have a chance to worry 
—much.” 

“It’s a wonderful idea. I think the 
person responsible deserves a medal.” 

“It’s bad enough to wait fifteen or 
twenty minutes for breakfast. If I 
had to wait an hour I couldn’t stand 
Z” 

“I was in a hospital once where 
they wakened the patients at 4:30 
a.m. It irritated me. Nobody wants 
his face washed at that hour of the 
morning.” 

Of course some unexpected replies 
were received, such as: 

“Tt wouldn’t matter to me if I was 
wakened at 4 or 5 o'clock. I could 
always fall asleep again.” 

“I seldom sleep after 4 o'clock so 
it would make no difference.” 

“IT wouldn’t complain about being 
wakened. After all, the nurses must 
have a routine to follow. I feel that 
when I’m a patient, after the doctor 
and nurse, I come first.” 

The maternity patients all agreed 
that being wakened early in the 
morning is one of their chief pleas- 
ures. The reason is a small, soft, 
sweet, 7 or 8 pound bundle of hu- 
manity that is brought to them im- 
mediately after they have had early 
morning care. 


Supervisors approve of the plan 
because it gives the night nurse more 
time for preoperative care of early 
morning surgical patients; it does 
away with any tendency on the part 
of the nurses to “put in time” while 
the patients are eating breakfast, and 
it reduces the number of disgruntled 
patients. One pointed out that “we 
usually had to waken our patients to 
serve breakfast, as they had fallen 
asleep again after early morning 
care.” 

Doctors and interns made such 
comments as: 

“The nurse destroys much of the 
good done by medication and _ hos- 
pitalization, if she disturbs the pa- 
tient early in the morning.” 

“Don’t tell me that you would 
wake a patient at five a.m. merely 
to take his temperature and wash his 
face. That’s inhuman!” 

“Tt certainly seems that nurses 
could arrange their work so that the 
patient is not inconvenienced by be- 
ing aroused so early.” 

As the new practice has been in 
effect at Grant Hospital more than 
a year, and is still functioning, we 
feel that, for our institution at least, 
the project is a definite success. We 
are ready now to turn our attention 
to other needed reforms. 





Cost of a Nurse’s Services 


O OBTAIN average cost figures 

of nursing service the Canadian 
Hospital Council submitted a special 
questionnaire to 20 representative Ca- 
nadian Hospitals. Sixteen of them 
replied, giving sufficient information 
for an average cost picture. 

In the year 1936 the 16 hospitals 
had in their employ 1005 graduate 
nurses and had 2110 nurses in train- 
ing. The gross cost of nursing serv- 
ice by these 16 Canadian Hospitals 
for the one year was $2,633,651.98. 

One hospital staff which had made 
a detailed study of the cost of train- 
ing student nurses presented the fol- 
lowing result: 

Cost of maintaining residences 

and boarding a_ student 

nurse per year... $586.36 
Cost of training a_ student 

nurse per year « AB273 


The foregoing is more than the 
cost as arrived at from the detail sup- 
plied by the 16 representative hos- 
pitals. The average cost from this 
analysis was $489.40. It was apparent, 
however, in analyzing the informa- 
tion that a number of hospitals had 
overlooked a number of costs apply- 
ing to the nursing service. A fair av- 
erage statement as to cost per year of 
providing a student nurse would be 
$600. The analysis showed that for 
each patient served in the 16 hospitals 
the nursing cost alone is $1.21 per 
day. It can be seen that the public 
ward allowance in most provinces 
does not by any means cover the cost 
of that particular service. 

It would be difficult to appraise 
the contribution made by student 
nurses to the nursing service of a 
hospital. 


The MODERN HOSPITAL 





Ir 


JEA 


D' 
City, 
Medic 
metro 
in a ¢ 
tional 
pital 
order 
adequ 
on th 
and r 
result: 
porate 
1938 | 
At 
and r 
borou 
made 
hearte 
hospi 
mend 
the 1 
study 
Whil 
been 
to the 
that 
only | 
from 
stimu 
the t 
dents 
nurse 
By 
medi 
four 
with 
gree. 
agree 
that 
prep: 
cine 





Dox 
Colles 
execu! 
tee of 
Resid 

*In 
City, 
cation 
on th 
denci 
secret 
Fund 
Unive 


Vol. 





Internships That Count 


JEAN A. CURRAN, M.D. 


URING the last four years the 

medical colleges in New York 
City, the New York Academy of 
Medicine and the hospitals of the 
metropolitan area have been engaged 
in a continuing study of the educa- 
tional problems of the modern hos- 
pital internship and residency. In 
order to study so complex a subject 
adequately, the New York committee 
on the study of hospital internships 
and residencies was formed and the 
results of its findings were incor- 
porated in its report,* published in 
1938 by the Commonwealth Fund. 

A thorough analysis of internship 
and residency education in the five 
boroughs of New York City was 
made possible only through whole- 
hearted cooperative effort, and the 
hospitals are especially to be com- 
mended for their willingness to give 
the time and effort required in 
studying every angle of the situation. 
While their first task admittedly has 
been to give the best possible care 
to their patients, it has been realized 
that this goal has been obtainable 
only through the stimulation received 
from an educational program. This 
stimulus has been furnished through 
the teaching given to medical stu- 
dents, interns, residents and pupil 
nurses. 

By New York statute, the formal 
medical course is completed after 
four years of undergraduate study 
with the granting of the M.D. de- 
gree. None the less, there is general 
agreement by all parties concerned 
that this training is an inadequate 
preparation for the practice of medi- 
cine and must be supplemented by 


Doctor Curran is dean of the Long Island 
College of Medicine, Brooklyn, N. Y., and 
executive secretary of the New York Commit- 
tee on the Study of Hospital Internships and 
Residencies. 

*Internships and Residencies in New York 
City, 1934-1937, Their Place in Medical Edu- 
cation. Report by the New York Committee 
on the Study of Hospital Internships and Resi- 
dencies, Jean Alonzo Curran, M.D., executive 
secretary. New York: the Commonwealth 
Fund. London: Humphrey Milford, Oxford 
University Press. 1938. 
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The education of interns and residents, according to 
Doctor Curran and his associates on the committee, 
is distinctly a cooperative project of the medical 
schools and hospitals. It is hoped that studies of similar 
nature to the one undertaken in New York may be initi- 
ated by medical and hospital groups in other sections 





at least two years of internship edu- 
cation. In actuality, therefore, the 
medical course in New York City is 
at least six years in length. 

One method of estimating the 
value of internships is to obtain the 
reactions of former interns now en- 
gaged in the practice of medicine. 
We obtained such information by 
means of questionnaires sent to grad- 
uates of the five medical colleges in 
the city, covering the period from 
1919 to 1931. Nearly 2000 replies 
were received. Space will not permit 
more than a few highlights from the 
analysis of this material. Briefly, 
many of these former interns ex- 
pressed regret that more time had 
not been given to the special prob- 
lems they were encountering in home 
and office practice, which could 
have been best studied in the out- 
patient clinics. They mentioned 
particularly such items as otolaryn- 
gology, dermatology, urology, vene- 
real disease, gynecology and fractures. 
These reactions might have been 
anticipated, for nine-tenths of the 
average doctor’s cases must be cared 
for in his office and in the home. 

Approximately two-thirds of the 
group considered their internships 
satisfactory. The third who voiced 
criticisms mentioned the lack of es- 
sential items of experience, poor 
quality of teaching, and misplaced 
emphasis. 

Let us next consider the academic 
background of house staffs during 
the time of our survey. It was a mat- 
ter of some surprise to learn that only 
slightly more than 40 per cent of the 
interns and residents in our hospitals 
came from our five local medical 
colleges. Most of the remaining 60 


per cent came from other American 
and Canadian schools. Seven per 
cent were graduates of European and 
other foreign institutions. A com- 
parison of the preparation of the 
graduates of American and foreign 
medical colleges revealed in most in- 
stances the superior quality of the 
education received in the American 
and Canadian institutions as applied 
to internship requirements in this 
country. 

An analysis was made of the re- 
actions obtained from members of 
the attending staffs of the various 
New York hospitals as to the success 
of medical college preparation. For 
the most part, there was agreement 
that the theoretical knowledge of the 
students was satisfactory but they 
needed a great deal of supplementary 
instruction in the practical details of 
the care of patients. They needed 
additional training in delivery and 
operating room procedures, in the 
performance of diagnostic and ther- 
apeutic technics, in the care of 
emergencies in the accident room 
and on the ambulance, and in the 
supervising of ordinary nursing care. 

Considerable attention was given 
to the problem of selection and ap- 
pointment of interns, it being felt 
that the methods now in vogue leave 
much to be desired. While no ideal 
solution was offered, several sugges- 
tions were made. The plans outlined 
by the American Medical Associa- 
tion and those in use in Philadelphia 
and Boston were considered. 

The committee has been endeavor- 
ing each year to compile complete 
and accurate information concerning 
all internship openings available in 
Greater New York. Copies have 











been placed in the hands of all 
fourth-year students in the New 
York area. Furthermore, additional 
copies have been sent to the Amer- 
ican Medical Association, the Asso- 
ciation of American Medical Col- 
leges and to other medical schools on 
request. 

In view of the wastage of time that 
the present system involves, both for 
the hospitals and the medical schools, 
it is urged that serious attention be 
given to plans for better cooperative 
effort. It will be possible, for in- 
stance, for a joint committee to serve 
as a clearing house of applications and 
appointments and still preserve the 
rights of the hospitals and the indi- 
vidual applicants. In other words, 
no hospital will be required to take 
an intern whom they have not ex- 
amined and expressed a wish to ap- 
point, nor will any applicant go to 
a hospital for which he has not 
expressed a preference. 

The survey demonstrated the need 
for better organized education of in- 
terns, for in approximately half of 
the hospitals systematic introduction 
to their duties and continued instruc- 
tion and supervision could have been 
much better organized. 


Length of Assignments 


To organize the internship on an 
educational basis, it is necessary to 
decide the minimum duration of as- 
signment of the intern to a single 
service. The problem is an especially 
difficult one in the complete rotating 
internship, with its multiplicity of 
short assignments. It was agreed by 
members of the committee that all 
interns should have a minimum of 
twelve months on medicine and sur- 
gery to prepare them for the diagnos- 
tic problems all physicians must face 
and to care for ordinary problems. 
For obstetrics, the minimum assign- 
ment was considered to be three 
months, and preferably six. As to 
pediatrics, the minimum assignment 
was set at three to six months. If 
the duration of the rotating intern- 
ship is two years, it is obvious that 
little time will be left over if all of 
the major assignments just men- 
tioned are included. There will be 
insufficient time for the medical and 
surgical specialties, anesthesia, pa- 
thology, clinical laboratory, roentgen- 
ology, out-patient department, pri- 
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vate pavilion, and emergency and 
ambulance service. 

There are two ways out of the di- 
lemma, and both have been at- 
tempted. One has been to lengthen 
the internship to three years, while 
the other has been to devise a ro- 
tating internship of selective type, 
giving the intern a choice of as many 
kinds of experience as he can cover 
adequately in the time allowed. The 
committee realizes, of course, that the 
needs of individual hospitals must 
be met. No two hospital situations 
are exactly alike. Therefore, no stand- 
ardized ideal internship can be for- 
mulated that will be applicable to all. 

The effectiveness of medical col- 
lege-internship education can _ be 
measured only by its success in pre- 
paring doctors to meet the conditions 
of modern practice. For example, 
even with the large resources of New 
York City, our study indicated that 
only 60 per cent of the interns can 
be given four months of obstetric 
training, which might presumably 
supply a sufficient number of general 
practitioner obstetricians for com- 
munity needs. This would be true 
only if there were regular participa- 
tion in prenatal and postpartum clin- 
ics. The experience might well be 
supplemented with two months of 
gynecology. 

Another instance of the necessity 
of intelligent application of educa- 
tional resources to needs of the pub- 
lic is that of training general sur- 
geons. In the past, too many interns 
have tried to obtain experience in 
major operative technics. As we have 
already shown, only 40 per cent of a 
representative group of physicians 
were performing major operations; 
and, as a matter of fact, only 4 per 
cent of the whole group were general 
surgical specialists. Obviously, only a 
minority of the interns should seek 
to enter this field and must expect 
to obtain the necessary experience not 
during the internship but during a 
subsequent period of graduate train- 
ing. If we can clarify this point, a 
great deal of time now wasted or 
misapplied during the internship can 
be properly applied to the problems 
the majority of interns will face 
when they become practicing physi- 
cians. 

Several factors seriously influence 
the value of the internship. In some 


hospitals, excessive intern-patient case 
loads have prevented the best stand- 
ards of medical training. The survey 
revealed the finding that, in hospitals 
organized on a thoroughly accepted 
basis, the case load ranged from 10 
to 15 patients per house staff mem- 
ber, using the average daily census as 
a basis for computation. If the num- 
ber of admissions per year were con- 
sidered, it was found that the opti- 
mum range was from 200 to 400 
acute cases per house officer per year. 


Better Medical Records 


In the keeping of good medical 
records and in the use of a modern 
nomenclature, the colleges and hos- 
pitals have a common task in the 
teaching and supervision of their stu- 
dents and interns. While a great 
many of our hospitals have insisted 
on excellent records, in fully half, the 
quality of record keeping by the in- 
terns was observed to decline during 
their hospital service. A frequent sin 
of attending staff members was fail- 
ure to record confirmatory and prog- 
ress notes. Few of our hospitals have 
kept any systematic record of their 
interns’ experiences. 

The hospital library is a problem 
not yet entirely solved. While nearly 
three-fourths of the hospitals ap- 
proved by the American Medical 
Association have installed acceptable 
libraries, there still remained a con- 
siderable number where opportuni- 
ties for reference reading were de- 
ficient. In 41 instances, librarians 
were assigned, but only 18 were on a 
full-time basis. 

The committee studied carefully 
the factors concerned with proper 
health care of interns, particularly 
those in connection with routine 
health examination, housing, oppor- 
tunities for outdoor recreation and 
the dietary. No figures are available 
to show whether or not the health 
of interns is either better or worse 
than that of any other group in the 
profession. However, the hospital 
carries a definite responsibility for 
safeguarding its house staffs and in 
giving them this practical demonstra- 
tion of the value of preventive medi- 
cine. The committee urges that all 
hospitals give their interns systematic 
health examinations. 

The ambulance service has become 
an especially serious problem in the 
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New York City internship, because 
of rapidly expanding demands upon 
it. Transport of patients to the hos- 
pital has become a secondary con- 
sideration, the majority of the pa- 
tients being treated but not brought 
in. A recent study indicated that 
only one-third of the calls were really 
necessary, the remainder being incon- 
sequential or not of emergency na- 
ture. 

The conclusion seems justifiable 
that in some of our hospitals the 
ambulance service cuts too much into 
the legitimate program of the interns 
and puts a strain on their health. 
There is need to limit not only the 
duration of ambulance assignment 
but the number of calls that are 
made upon the service. 

The discussion of residencies con- 
tained in our report is largely the 
result of the work of the three sub- 
committees working in the fields of 
internal medicine, surgery and gyne- 
cology and obstetrics. While the resi- 
dencies have not yet achieved full 
acceptance as the main channels of 
graduate education, they have been 
winning a steadily widening recog- 
nition. 

The fact that there is a total of 
577 residents and fellows in the city 
is evidence of their increasing im- 
portance. They have been found to 
elevate the quality of medical service 
in hospitals and to improve the teach- 
ing given interns and medical stu- 
dents. Opportunity has been pro- 
vided for original investigation, for 
correlative training in the basic 
sciences and for grounding in the 
essentials that must be included in 
the qualifications of a specialist. 

In hospitals in which residencies 
have been installed, testimony as to 
their desirability has been almost 
entirely favorable on the part of the 
attending and intern staff members. 
Even on services without residents, 
a surprising amount of sentiment 
was recorded in their favor. The 
committee was of the opinion that 
a residency experience of less than 
two years is an inefficient arrange- 
ment both for the hospital and for 
the educational development of the 
individual. However, in certain hos- 
pitals, one year may be all that can 
be provided, and two hospitals may 
need to combine to give the needed 
duration of service. 
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The development of a sufficient 
number of residencies on a truly 
educational basis seems the best in- 
surance for future needs both for 
properly qualified specialists and for 
teachers who can be depended upon 
to instruct the interns and students. 
Residents and assistant residents are 
by the very nature of their duties 
drawn into the task of supervising 
and teaching. Participants learn to 
appreciate good work and incident- 
ally acquire an enthusiasm to inspire 
a similar appreciation in others. For 
this task, the residency training seems 
an ideal medium and should furnish 
the leaven for vitalizing the whole 
educational structure. 

All thoughtful and forward-look- 


ing studies of hospital internships 
and residencies must arrive at the 
same conclusion: that their primary 
and essential function is educational. 
While they serve a useful purpose 
in the care of the sick in the modern 
highly organized hospital, it is only 
by this practical, supervised experi- 
ence that the student doctor can be 
qualified to assume independent re- 
sponsibility for the care of patients. 

This puts the issue squarely up to 
us as medical educators. We must 
face the fact that a great many de- 
ficiencies have existed and still do 
exist. Our responsibility is inescap- 
able and we must not stop short of 
giving our students, interns and resi- 
dents the best education obtainable. 





Surplus Magazines Distributed 


N JANUARY 1937 it was brought 

to the attention of the Cleveland 
Hospital Council that post offices in 
some cities had been authorized by 
the Post Office Department to dis- 
tribute to local hospitals the surplus 
of magazines and periodicals over 
and above the quantity required for 
disposition by auction sale. 

The Post Office Department in 
Washington verified this information 
and authorized the Cleveland post 
office to segregate the old issues of 
magazines and periodicals for distri- 
bution through the Cleveland Hospi- 
tal Council upon presentation to that 
office of an application. The post 
office declined to furnish transpor- 
tation. 

Arrangements were made with the 
Cleveland public librarians whereby 
magazines would be delivered to 
them for sorting and later distributed 
by their trucks along with other 
books and periodicals to the hospitals. 
The expense of transporting the mag- 
azines from the post office to the 
library was assumed by the hospital 
council, and the public library agreed 
to assume the responsibility of distri- 
bution at no expense to the hospitals. 

The stations department of the 
Cleveland public library, at the re- 


Mr. Soule is assistant executive secretary of 
the Cleveland Hospital Council. 
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quest of the council, agreed to dis- 
tribute the magazines in relation to 
the bed capacities of the hospitals 
(bassinets excluded) except that no 
one hospital should at any time re- 
ceive more than 20 per cent of the 
total supply of magazines. If the 
quantity of magazines is less than 
normal, the magazines are distributed 
so that each hospital receives a rea- 
sonable number regardless of the 
size of the institution. 

Weekly news magazines that are 
several months old and other bulky 
magazines, such as Saturday Evening 
Post, Liberty and Colliers, are deliv- 
ered to the hospitals in a separate 
package because the hospital library 
service of the Cleveland public library 
does not handle these magazines. It 
is the hospital’s obligation to dis- 
tribute these magazines as they see fit. 

Between 1000 and 1300 magazines 
are distributed each month among 
20 general and tuberculosis hospitals. 
The library reports that the hospitals 
are enthusiastic about the clean new 
magazines and the supply is exhaust- 
ed before a new allotment is received. 

The public library reports that a 
library page spends from five to six 
hours and one of the hospital division 
staff, from two to three hours, in sort- 
ing and wrapping each allotment of 
magazines. 
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FOUR SCENES in a Detroit hospital that is a teaching center for Negroes 
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OWNSTAIRS in Parkside, a 

Negro hospital of 52 beds in 
Detroit, is a small room containing 
rows of chairs. A table at one end 
and shelves along the walls filled 
with books and magazines suggest 
the schoolroom, which, as a matter 
of fact, is precisely the purpose for 
which the room is used. Parkside 
Hospital is a teaching center for 
Negroes. 

The size of the room and _ its 
modest equipment are in no sense an 
indication of the importance of the 
work that goes on there. As likely 
as not, you will find every seat oc- 
cupied by neatly dressed young 
Negro girls taking a postgraduate 
course in nursing. On another oc- 
casion, you may discover the room 
well filled with older women, some 
of them members of the auxiliary, 
others enrolled in local clubs, all 
participating in an eight months’ 
course in dietetics. You may even 
encounter 2 monthly board meeting 
attended by men and women, white 
and colored, being addressed by E. R. 
Carney, the superintendent, who is 
urging them to attend the coming 
meeting of the American Hospital 
Association; trustee education, in 
other words. 


Teaching Program Far-Reaching 


Restriction in educational oppor- 
tunities imposes a severe handicap 
upon Negro public health work. The 
problem, always a serious one, grows 
increasingly vital with the expansion 
of public health programs generally. 
Where are we to look for an ade- 
quate supply of properly trained 
Negro doctors and nurses, to say 
nothing of qualified department 
heads, such as laboratory technicians, 
dietitians and medical record li- 
brarians? 

Parkside’s educational program is 
comprehensive and far-reaching. It 
is set up not only to provide post- 
graduate work for its professional 
staff but to promote greater health 
knowledge among the Negroes of 
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Parkside Teaches—Learns, Too 


By RAYMOND P. SLOAN 


the community and to encourage 
broader interest on the part of its 
trustees. 

The hospital practices what it 
preaches. Every department head is 
registered, a member in good stand- 
ing of some professional group. 
There was just one exception at the 
time this was being written, the rec- 
ord librarian. By this time, she, too, 
has undoubtedly qualified. 

Not only must its department 
heads be registered professionally but 
the hospital requires of each in- 
dividual at least two weeks of grad- 
uate work throughout the year. This 
is in addition to any such courses as 
that on graduate nursing which the 
hospital is sponsoring. 


Vacations for Study 


Two weeks’ vacation with pay is 
the rule; also an additional two 
weeks, likewise with pay, that must 
be spent in study somewhere. These 
latter two weeks may be taken any 
time during the year. We find the 
dietitian planning to go to the Tus- 
kegee Veterans Administration 
Facility Hospital; the superintendent 
of nurses making plans to visit the 
Andrew Clinic at Tuskegee Institute, 
also to take a course in nursing ad- 
ministration at Wayne University, 
and the record librarian obtaining 
final training for professional regis- 
tration at the Homer G. Phillips 
Hospital in St. Louis. 

So much for outside study. Let us 
now see what is going on within the 
hospital as part of its educational 
program. 

This is the second year of the staff 
education program for graduate 
nurses. Nine lectures by doctors on 
the staff, specialists in their respec- 
tive fields, are scheduled during the 
season from October to May. The 
subjects covered are mental hygiene 
as applied to nursing, radium ther- 
apy in cancer, psychiatric nursing, 
diabetes, abdominal pain in the fe- 
male and diet in disease. Also in- 
cluded are a round table discussion 









on nursing problems, a regional con- 
ference of the Colored Graduate 
Nurses Association and a debate on 
which gives the more efficient serv- 
ice, an all-graduate staff or under- 
graduate staff with adequate supervi- 
sion. 

These lectures are for the benefit 
not only of the nurses at Parkside 
but of all nurses in the eight Negro 
hospitals of Detroit. Interns and 
staff men also attend, taxing the 
capacity of the little meeting room. 

Nursing staff education is applied 
as well to the work in the hospital. 
Happen in at Parkside some Tues- 
day morning between 7 and 8 and 
you will find the superintendent of 
nurses holding a seminar with her 
group of nurses. At these meetings, 
various problems are considered, 
each girl being assigned a particular 
case to present for general discussion. 

If the day should happen to be a 
Monday, you will find the superin- 
tendent of nurses similarly engaged 
with the nurses’ aids. Incidentally, 
these girls must be high school grad- 
uates and must show some aptitude 
and interest in becoming graduate 
nurses. At these meetings, the girls 
are taught how to serve trays to the 
patients, how to arrange flowers, 
handle bed linen, pass bedpans and 
provide proper ventilation in the 
room, without danger of drafts. 


Approved for Intern Training 


In all of this educational program, 
the medical staff, as already indi- 
cated, plays an important part. The 
staff is divided into three groups. 
First, there is the regular staff of 27 
members, both white and colored. 
The courtesy staff numbers 60, also 
mixed, while the consulting staff is 
practically all white. A Negro resi- 
dent serves as anesthetist and the 
hospital is meeting with considerable 
success in taking young Jewish ref- 
ugee doctors as interns. These men, 
who are carefully selected, have had 
one year’s residency abroad. The 
hospital is approved for intern train- 
ing by the American Medical Asso- 
ciation. It is also significant to note 















that steps are being taken to effect 
an affiliation with a medical school 
in the city. 

In addition to participating in the 
nurses’ postgraduate work, the staff 
members play other important rdles 
in the hospital’s teaching program. 
Three are appointed each month to 
lecture on such subjects as syphilis 
and tuberculosis before church clubs, 
social bodies and school groups. 

Much of the hospital’s public 
health work is directed toward a 
neighborhood federal housing proj- 
ect embracing some 700 families. 
Twice a year, a special program on 
health or dietetics is arranged for the 
members of the mothers’ club either 
at the hospital or in the community 
hall. 

The women in this housing proj- 
ect, also members of the auxiliary, of 
church clubs or of social clubs in the 
city, are invited to participate in an 
eight months’ course on dietetics ar- 
ranged by the hospital dietitian. 
These lectures have proved extreme- 
ly popular, again making necessary 
additional seats in the basement 
schoolroom. What woman would 
not be interested in such topics as 
food for health, essentials of an ade- 
quate diet, food facts and fallacies, 
discussion of common misconcep- 
tions about food, one’s money’s 
worth, saving through correct food 
preparation, the truth about reduc- 
ing, diet in disease, heart, kidney and 
gastro-intestinal disturbances, con- 
stipation and malnutrition in chil- 
dren! One of the last meetings of 
the series is devoted to a question 
box round table. 

In addition to conducting these 
lectures, the dietitian addresses the 
medical staff on dietetics and, twice 
a year, appears before the senior class 
in high school, describing the oppor- 
tunities in dietetic work. The super- 
visor of nurses talks to the school 
children, too, as does the record li- 
brarian. In consequence, there is 
close coordination between the edu- 
cational program of the hospital and 
that of the local schools. 

The hospital serves all the children 
attending the public school in the 
neighborhood housing project. Emer- 
gencies are frequent, though seldom 
serious: cut hands, legs and faces, 
and other minor difficulties. At 

present, prenatal and postnatal clinics 
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are being conducted, as well as clinics 
on nose, ear, eye and throat. Plans 
are under way, too, for establishing 
a clinic on birth control. 

Prospective mothers attending the 
clinic are required to pay a $5 deposit 
on their first visit and $1 or more on 
each succeeding visit. It is expected 
that $25 will be paid before admit- 
tance and the balance of $20, before 
discharge. “We haven’t lost a cent 
on collections in this department 
since 1936, when we started the sys- 
tem,” Mr. Carney explains. The 
charge for maternity patients in a 
semiprivate room is $55 for ten days 
and $60 for care in a private room. 

Returning to the educational pro- 
gram, we have yet to discover how 
it applies to trustees and we have 
barely touched upon its relation to 
auxiliary members. 

There are 20 members of the 
board, both white and colored. Seven 
are women. They meet once a 
month; if they fail to attend three 
successive meetings without legiti- 
mate excuse, they are dropped. Each 
new member is carefully chosen for 
the service he may render the hos- 
pital, not because of his position or 
name. Among the members at pres- 
ent are a lawyer, engineer, banker, 
insurance man and laundry man, 


This new arrival 
is not going to 
start life with a 
hospital bill hang- 
ing over his head. 
He is practically 
paid for already 
under the arrange- 
ment made by the 
clinic for paying 
maternity bills a 
little at a time. 


every one of them able and willing 
because of his profession or business 
to serve the hospital effectively. Al] 
are made to feel their responsibilities, 
Mr. Carney at the present time js 
urging their attendance at state and 
national hospital meetings. 

The annual meeting of the board 
is a gala event held in the already 
familiar basement assembly room. 
Reports of the year’s work are pre- 
sented and then there is dinner. And 
what a dinner—turkey and all that 
goes with it, served with all the skill 
of the trained dietitian! One serious 
mistake was made last year. The 
dinner was served first, after which 
the usually active minds became a 
bit sluggish. Business first will be 
the order of the proceedings from 
now on, Mr. Carney promises. 

Women of the Parkside auxiliary 
have evinced keen interest in the 
series of talks on dietetics previously 
described. There are 30 members in 
all, 20 of them active. Once each 
month they meet in the different 
homes where they sew for the hos- 
pital. Each month, also, three mem- 
bers are required to visit the hospital 
and to make a report. The annual 
meeting is held at the hospital. Fol- 
lowing a tour of inspection, they 
gather downstairs to hear Mr. Car- 
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ney talk about the various needs, 
such as linens and other equipment. 
There is always tea or dinner to add 
to the social enjoyment. Last year, 
the ladies furnished a private room, 
and they always pay the subscrip- 
tions to hospital magazines, as well 
as the dues in all hospital associa- 
tions. 

Trustees and auxiliary members 
alike are welcome to visit the hos- 
pital at all times. It is part of the 
educational program. Other groups 
interested in city social work in racial 
relations are invited to spend as 
much time there as they may wish. 
Five such groups each year are likely 
to take advantage of the opportunity 
offered. 

While this interchange of thought 
is going on, Mr. Carney is likewise 
learning from others out in the field. 
He has visited 77 Negro hospitals 
throughout the country and for three 
years has attended the course for hos- 
pital administrators in Chicago, just 
having been elected to the American 
College of Hospital Administrators. 
His activities as president of the 
National Hospital Association have 
brought him wide contacts in the 
field of Negro hospital work and he 
has pioneered in promoting higher 
standards among Negro hospitals. 
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The Parkside superintendent is 
even educating patients and their 
friends and relatives—always a prob- 
lem. No overcrowding at Parkside 
during visiting hours! Mr. Carney 
sees to that. Only two visitors are 
permitted to see a patient at a time, 
between the hours of 2 and 3 in the 
afternoon and then, for fifteen min- 
utes only. 

Hospital visiting is completely con- 
trolled by a card system. When the 
patient is first admitted, two visiting 
cards are made out for him, which 
are kept in the office file except when 
in use. These must be returned be- 
fore anyone else is permitted to see 
the patient. The visitor is advised 
when his fifteen minutes is up by the 
sound system in the hall that an- 
nounces that someone else is waiting. 
Whereupon he must return to the 
office and deliver his card, which is 
handed to the next visitor. Should 
there be no one waiting, the holder 
of the card is privileged to stay 
through the entire period subject to 
the doctor’s permission. 

Sometimes it happens that a hus- 
band or wife may be working and 
unable to get to the hospital during 
visiting hours. It is impressed upon 
them that under such circumstances 
special privileges may be granted, 


The Parkside Hos- 
pital lists a radio- 
graphic depart- 
ment among its 
assets. This pic- 
ture shows a cor- 
ner of the x-ray 
room in action. 
The x-ray techni- 
cian is taking an 
x-ray of the head. 


but that they will have to see the 
superintendent. They are then told 
that they can see the patient outside 
of visiting hours, but for three min- 
utes only. The result is that such 
special demands are kept at a 
minimum. 

For three days following an opera- 
tion, visiting is restricted to the hus- 
band or wife, or son or daughter. In 
pneumonia cases, only two visitors 
are permitted during each visiting 
hour. Some difficulty has been expe- 
rienced at times in handling the 
friends and relatives of patients who 
are critically ill with little hope of 
recovery. They are notified to come 
to the hospital where the situation is 
explained. Two at a time they are 
permitted merely to look at the pa- 
tient and then leave. 

Another problem that has had to 
be faced squarely is the matter of 
taking food to patients, particularly 
cheap ice cream purchased in neigh- 
boring stores. With the doctor’s per- 
mission, the relatives are told they 
may bring ice cream and a place is 
suggested for its purchase. Food 
other than fruit or ice cream must be 
left in the office; should any food be 
discovered in the room by the nurse 
or attendant, it is sent at once to the 
kitchen. 

So Parkside is teaching the visitor, 
and the patient, along with the pro- 
fessional personnel, the board and 
auxiliary, to say nothing of the world 
outside. Small wonder, therefore, 
that it, too, seeks information, con- 
structive criticism even, about its va- 
rious services. After the patient has 
been discharged for a few weeks, he 
receives a card on which he reads: 

“The Board of Management begs 
to express the hope that you have 
fully recovered from your recent ill- 
ness for which you were treated at 
Parkside Hospital. 

“We know that your stay at the 
hospital has rendered you particular- 
ly fit to offer constructive criticism 
and, as we are intensely interested 
in perfecting our service as far as it 
lies in our power to do so, we would 
indeed appreciate your reply as to 
how the service given has appealed 
to you. 

“With our best wishes for your 
good health, .. .” 

Who can say that Parkside isn’t an 
institution of learning? 
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N MAY 1937, through the ma- 

ternal and child health division 
of the Children’s Bureau, U. S. De- 
partment of Labor, a questionnaire 
on maternity care was sent to all 
registered hospitals that are located 
in towns or cities of less than 50,000 
population and listed in the Journal 
of the American Medical Association 
as having maternity service. 

The purpose of this questionnaire 
was to determine: (1) the extent to 
which hospitals in cities of this size 
receive aid from public or private 
sources for care of maternity cases 
and the source of such aid, and (2) 
whether in the opinion of the hos- 
pital administrator there were 
women in the area served by the 
hospital who were in need of hos- 
pital maternity care but were unable 
to obtain it either because of their 
inability to pay or because of an 
insufficient number of beds for ma- 
ternity cases; also the approximate 
number of women not receiving hos- 
pital care for either reason. 

Questionnaires were sent to 2816 
hospitals and were returned by 1449 
hospitals, more than half of those 
listed for the areas selected. Every 
state was represented. Returns were 
tabulated for 1160 hospitals, which 
represent 41 per cent of the hospitals 
in the areas selected; 289 returns 
were discarded because data supplied 
were too incomplete to be usable, 
because the hospital reported that no 
maternity services were given or be- 
cause the institution was federal, lim- 
ited to Indians or personnel of the 
Army or Navy and, therefore, not 
representative. 

The information requested and the 
data obtained are given with an at- 
tempt to interpret the findings. 

1. Number of women delivered in 
your hospital in 1936. 

These hospitals reported 140,213 
deliveries in 1936, approximately 47 
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per cent of the births in hospitals 
listed by the American Medical Asso- 
ciation in cities of less than 50,000 
population. 

2. Give the number of delivery 
cases in which the cost of hospital- 
ization was paid in whole or in part 
from public or private funds, specify- 
ing the source. 

The answers to this question 
showed that for 77 per cent of the 
maternity patients’ hospital bills were 
paid from the family income. Ap- 
proximately 14 per cent were paid 
from public funds—state, county or 
local—and 3 per cent were paid from 
funds from other private agencies. 
The source of funds from which 
payment was made for patients un- 
able to pay in whole or in part was 
not reported for 6 per cent of the 
cases. 

Some of the hospitals that received 
aid for obstetric service from public 
or private sources deposited the 
money in the general hospital fund 
and others allocated it to the obstetric 
service. Some hospitals were paid a 
flat rate for the hospitalization of 
each patient from public and private 
funds; others were paid at a certain 
rate for each hospital day. 

In a number of states a small 
amount of state money is available 
for hospital care, either through ap- 
propriations made to the counties or 
through state hospitals. These hos- 
pitals frequently are associated with 
the medical schools of the state uni- 
versities. They are located in the 





The survey of the maternal and child health division of 
the Children’s Bureau, U. S. Department of Labor, of all 
registered hospitals in towns of less than 50,000 pop- 
ulation has affirmed the great need for maternity 
care regardless of the economic status of the families 





larger cities, and counties may send 
patients to them. Funds also have 
been available through the Federal 
Emergency Relief Administration, 
the State Emergency Relief Admin- 
istration, the Works Progress Ad- 
ministration and local city or county 
appropriations for hospitals or for 
hospital care through relief agencies. 
However, reports from the state and 
territorial health officers indicated 
that in 29 states no funds are avail- 
able for hospital care of maternity 
patients free or for part pay. 

3. Are any women in need of hos- 
pital maternity care in the area 
served unable to obtain such care be- 
cause of inability to pay? Give esti- 
mated number. 

According to 45 per cent of the 879 
hospital administrators who an- 
swered this question there are women 
in need of hospital maternity care 
in the area served by the hospital 
who are unable to obtain such care 
because of inability to pay the hos- 
pital bill. “In need of hospital ma- 
ternity care” was not defined in the 
questionnaire and some hospital ad- 
ministrators may have considered 
hospital care as a need for the ma- 
jority of maternity cases. (Need for 
hospital care may be defined as need 
indicated if a home delivery would be 
inadvisable either because of an ab- 
normal condition of the mother or 
because the home is unsuited for 
satisfactory home care.) 

Many hospital executives were un- 
able to estimate the number of wo- 
men in need of hospital maternity 
care. Therefore, the data given re- 
garding the estimated number are 
not reported here. It is significant, 
however, that almost half the ad- 
ministrators answering this question 
considered that women are deprived 
of necessary hospital care because of 
their inability to pay. 

(Continued on page 63) 
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Medical Care Provided 


to Distressed Farmers 


ANY farm families hit by the 

depression of 1931 had ne 
back log but relief. A million of 
these farm families on relief in 1933 
needed credit, guidance and encour- 
agement if they were ever to become 
self-supporting again. 

The Farm Security Administration 
has helped and is helping more than 
700,000 farm families by extending 
small loans, averaging $300, for 
working expenses. Each loan is made 
with the understanding that borrow- 
ers will follow approved farm and 
home practices. Many of these fami- 
lies have repaid their loans and have 
become self-supporting. Others have 
fallen by the wayside. The Farm 
Security Administration has realized 
that rehabilitation of farm families 
cannot be effected until the farm 
family is in good health. 

The medical care program was 
started in North and South Dakota 
about three years ago with small 
grants to individuals. The condition 
of farm families in these two states 
was acute. Recurring seasons of 
drought had burned out many farm- 
ers. A great number of families 
migrated to California and_ the 
Northwest in search of work; others 
remained, fortified by the hope that 
rain would come again. Those that 
remained could barely exist on what 
they made, much less pay for neces- 
sary medical attention. 

Today the state-wide program of 
medical care in North and South 
Dakota cares for the emergency 
needs of approximately 46,000 farm 
families. Upon payment in advance 
of $2 monthly per family for a mini- 
mum period of eight months, low- 
income farm families can become 
members of the North Dakota Farm- 
ers Mutual Aid or the South Dakota 
Farmers Aid Corporation. 

These corporations administer the 
central fund which is used to pay for 
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“Farm Scene,” W.P.A. mural typical of art allocated to hospitals. 


emergency medical care, emergency 
dental care, emergency hospitaliza- 
tion, drugs and home nursing. 

The medical care plan in the Da- 
kotas is intended to render service 
only for acute or emergency condi- 
tions to families who are members 
of either corporation. All the de- 
pendent members of the participat- 
ing family are entitled to emergency 
medical care under this plan, and 
the family has the free choice of any 
doctor of medicine licensed to prac- 
tice in the state. 

Bills for services rendered by phy- 
sicians, dentists, hospitals, druggists 
and nurses are submitted monthly to 
the central office of each corporation. 
The charges are made on the basis 
of a special schedule of fees, agreed 
upon in an understanding worked 
out by the Inter-Allied Professional 
Council of South Dakota and the 
respective state medical, dental, hos- 
pital and pharmaceutical associations 
in North Dakota. 

The plan has not only benefited 
the participating farm families, but 
has also assured physicians and hos- 
pitals of some payment for their 
services. Hospitals, for instance, 
which were solvent in predepression 
and predrought years, were meeting 
their expenses with difficulty. In 


many cases these hospitals were 
forced to take cuts in their bills to 
county and state boards of public 
welfare for the care of indigents. 
The medical care program, by assur- 
ing some payment, though some- 
times a small one, for the care of 
farm families has helped these hos- 
pitals to weather hard times. 

The distribution of funds varies 
slightly in each state. In North Da- 
kota 51 per cent of the fund is dis- 
tributed to physicians; 37 per cent, 
to hospitals, and 8 per cent, to den- 
tists. The remaining 4 per cent is 
spent for drugs and medical supplies. 
In South Dakota, 51 per cent of the 
fund is allocated to physicians; 30 
per cent, to hospitalization; 15 per 
cent, to dentists; 3 per cent, to drugs 
and medical supplies, and 1 per cent, 
to home nursing care. 

After the bills are submitted, they 
are reviewed by the medical adviser 
who is selected by the state medical 
association. All bills are paid in full, 
unless the total amount of the bills 
is in excess of the amount set aside 
for that period. If funds do not cover 
the total amount due, each bill is 
proportionately pro rated. 

For a time, the plans in the Da- 
kotas proved reasonably satisfactory 
to all concerned. As the program 
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developed, however, the demand for 
medical services increased to such an 
extent that monthly bills could not 
be met satisfactorily. 

The difficulty was traced to a va- 
riety of causes. Rehabilitation fami- 
lies, receiving checks of $16 each 
from the Farm Security Administra- 
tion to be paid into the medical care 
fund, set out to get $16 worth of 
service per family. The insurance 
principle on which the medical care 
program is based was completely 
ignored. Member-families demanded 
unlimited care for all conditions and 
were disappointed when such atten- 
tion was not obtained. Moreover, the 
chronic ailments of these families in 
many cases had become acute with 
the continued dwindling of the fam- 
ily’s resources. Doctors were increas- 
ingly hard pressed and at the same 
time were receiving less compensa- 
tion for their services. 

Meetings were held with the vari- 
ous professional groups in the two 
states in an effort to iron out the 
difficulty that had arisen. Physicians 
and other professional participants 
voiced their willingness to cooperate 
with the medical care plan until 
some solution could be found. One 
possibility at present being consid- 
ered is an increase in the monthly 
participation fee paid for medical 
care by rehabilitation families. Con- 
tinued experience with the medical 
care program in actual operation will 
furnish a workable basis for making 
needed adjustments whenever neces- 
sary. 


California Plan Different 


In California, the medical care 
program has also been affected by 
the local situation and has necessi- 
tated a plan to fit the needs of the 
indigent migratory agricultural 
workers who require medical serv- 
ices and who cannot obtain them 
elsewhere. 

Since June 1935, 221,000 refugees 
from the drought states and the 
South went to California in search 
of work. With the influx of these 
indigents living in roadside “jun- 
gles,” in patched tents or in hastily 
erected shelters made of packing 
cases, near ditch banks and junk 
yards, a problem in public health and 
welfare was created. These Amer- 
icans of low and uncertain income 
have no money to buy proper food, 
much less pay doctors and hospitals. 
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Despite the vigilance of the Cali- 
fornia state health department which 
tried to control the menace of the 
migrants’ insanitary camps to the 
health of near-by communities, out- 
breaks of smallpox and typhoid fever 
in widely separated counties were not 
unusual. Prompt attention to these 
dangerous communicable diseases 
was necessary to avoid disastrous re- 
sults. Although the state health de- 
partment made valiant efforts to 
check such communicable diseases, 
the constant movement of migrants 
from one area into another, some- 
times more than 300 miles away, con- 
stituted an almost insuperable obsta- 
cle to effective control. 


Contagion Necessitated Program 


The recurring risk of contagion 
and infection being widely spread by 
the migrants to other communities 
and the high morbidity rate among 
the migrants themselves made im- 
perative a program of medical aid 
to these workers. 

In February 1938, the Farm Secur- 
ity Administration, with the coopera- 
tion of the California Medical Asso- 
ciation, the state board of health, and 
the State Relief Administration 
formed the Agricultural Workers 
Health and Medical Association, a 
corporation under state laws. Each 
of the agencies mentioned has a rep- 
resentative on the board of directors 
of this nonprofit association. State 
headquarters were established at 
Fresno and district offices have been 
opened at nine centers. A typical 
district office of the Agricultural 
Workers Health and Medical Asso- 
ciation consists of a medical social 
worker and a clerk-stenographer. In 
areas in which the case load is heavy 
there are three medical social work- 
ers. Some of these medical centers 
are mobile. They follow the migrant 
workers from district to district as 
the crops mature, in order to be of 
maximum service. 

The medical social workers usu- 
ally spend two or three hours a day 
in the office receiving applicants for 
medical aid and the remainder of 
the time in visiting roadside or squat- 
ter camps, growers’ camps and the 
camps maintained by the Farm Se- 
curity Administration. They keep in- 
formed of the health conditions in 
migrant families and arrange for 
necessary medical attention and 
proper nutrition. 


Migrants make applications for 
medical treatment or hospital care at 
the district offices. A certificate of 
membership in the health coopera- 
tive, which serves as an identification 
card, is issued to the migrant or non- 
resident farm laborer who cannot 
get medical treatment elsewhere. The 
applicant is given a list of physicians’ 
or specialists’ names, from which he 
selects his doctor. The physician 
treats the patient and bills the asso- 
ciation. If necessary, the physician 
refers the patient to a hospital which 
in turn bills the association. The 
cost of medical care per case has 
thus far averaged about $14. 

County medical societies, acting on 
the suggestion of the California Med- 
ical Association, asked their mem- 
bers to decide whether they would 
handle these cases, which are paid 
for at reduced fees. Practically all 
the physicians approached replied in 
the affirmative. Hospitals and phar- 
macies have been equally cooperative. 

Although the workers are obli- 
gated to repay the cost of services 
“if so requested,” their economic 
status precludes any expectation of 
repayments. Some workers, however, 
have been able to repay a few dollars. 
In view of the great necessity for the 
services being performed by the 
Agricultural Workers Health and 
Medical Association, it seems prob- 
able that adequate financial support 
will continue. 


Plans in General Use 


Medical care programs, now oper- 
ating in 25 states and affecting ap- 
proximately 90,000 rural persons, 
vary according to the agreements 
reached with county medical associa- 
tions. 

The first step in the medical care 
program is that reached with state 
medical associations after physicians 
promise their assistance. Local medi- 
cal societies in areas in which the 
need seems greatest have worked out 
the details of a medical care plan for 
borrower families. 

The understandings reached with 
local medical societies provide that: 
(a) in general, the total amount a 
borrower is to spend for medical 
care for a given period, usually one 
year, will be within the ability of 
the family to pay, as determined by 
the farm plan; (b) the family shall 
have free choice of physician; (c) the 
funds set aside for compensation for 
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doctors be placed in the hands of a 
trustee, and (d) the families pay 
their fees at the beginning of the 
operating period. These funds are 
then pooled into a common fund. 

The payment for participation 
varies in different localities from $20 
to $30 per family each year. Where 
necessary the Farm Security Admin- 
istration will increase the size of its 
loan to a borrower to enable him to 
participate. 

Under the plan in most general 
use, a certain portion of the funds in 
the hands of the trustee is set aside 
at the beginning of each period for 
hospitalization and emergency needs, 
including surgery. The remaining 
fund is then divided into equal 
monthly allotments for the period 
covered. 

Most county plans provide that 
from 15 per cent to 20 per cent of 
the funds be set aside for hospital- 
ization. This allocation of funds has 
proved beneficial to both hospitals 
and participating members. It en- 
ables hospitals to count on a certain 
sum to meet their expenditures and 
it is gradually educating rural fami- 
lies about the benefits of hospitaliza- 
tion. This is especially true in south- 
ern counties where families have sel- 
dom made use of hospitals or have 
made use of them only when the ill- 
ness has become critical. Hospitals 
have accepted the program of med- 
ical aid as an opportunity to assist 
people who need hospitalization but 
whose ability to pay is limited. 

Physicians submit monthly  state- 
ments for services rendered. Bills 
reviewed by a committee of the local 
medical society are paid in full, un- 
less the total bills for a given month 
exceed the amount available. All 
bills are then proportionately reduced 
and each physician paid his pro rata 
share of the month’s allotment. Any 
balances that remain are used 
to complete paying bills that have 
not been paid in full or are refunded 
to the participating families at the 
end of the year. 

Under an alternative plan, funds in 
the hands of the trustee are kept 
separate for each family. This plan 
does not provide for hospitalization 
and will probably be discontinued or 
modified in the two states in which 
it is Now operating. 

Experience has proved that the 
pooling of funds has been more satis- 
factory for low-income families. No 
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family in this income level can pay 
individually for hospitalization and 
special medical care without finan- 
cial ruin or without destroying the 
hope of solvency for years to come; 
yet, it is unfair to ask a physician to 
handle such a case for a fee that 
does not cover long and special at- 
tention. The pooling of funds serves 
as a form of voluntary insurance 
against disastrous results for the pa- 
tient and against unreasonable hard- 
ship for the doctor. 

The medical care program em- 
bodies principles worthy of note. It 
encourages an acceptance of preven- 
tive medicine and it bases payment 
for medical care on the expected 
income of the family. 

Many physicians hesitated at first 
to accept a pro rata reduction in pay- 
ment of bills when funds were in- 
sufficient to pay monthly bills in full. 
When physicians came to understand 
that the families participating in the 
plan had net incomes averaging from 
$20 to $300 a year, they realized that 
the families were paying all they 
could afford to pay for medical care. 
Their doubts on reductions in their 
monthly bills have cleared up and 
they are cooperating whole-heartedly. 

Experience has also dispelled 
doubts about the workability of a 
plan that sets aside sums for medical 
care when no illness may occur in 
the family during the year. Most 


families receive some medical care 
and feel that the security of the plan 
is worth the investment. Nor are 
families abusing their privilege by 
requesting unnecessary attention to 
any great extent. 

State-wide plans are in operation 
in North and South Dakota and in 
California, as applied to migratory 
agricultural workers. County plans 
for medical care are in operation, or 
have been approved, in 70 of Arkan- 
sas’ 75 counties, in 20 counties in 
Missouri, 50 in Mississippi, 25 in 
Texas, 18 in Alabama, 70 in Georgia, 
14 in Ohio, 5 in Tennessee, 16 in 
Indiana, 26 in Oklahoma, 3 in Vir- 
ginia, 2 in Iowa and 6 in North 
Carolina. Agreements for medical 
care plans on a county basis have 
also been reached with the state med- 
ical associations in the following 
states: New Mexico, Utah, Colorado, 
Louisiana, West Virginia, South 
Carolina, Washington and Oregon. 
Plans are under way to approach 
medical associations in these states. 

The Farm Security Administration 
does not believe that its program of 
medical care is a final answer to the 
question raised by the need of med- 
ical aid in rural areas. Adjustments 
and changes will be necessary. It is 
felt, however, that these medical care 
plans are examples of methods that 
may be used to advantage in ap- 
proaching the medical aid problem. 





Maternity and Infant Care 


(Continued from page 60) 


4. Are any women in need of hos- 
pital maternity care in the area 
served unable to obtain such care 
because of inadequate number of ma- 
ternity beds in area? Give estimated 
number. 

In only 4 per cent of the 912 hos- 
pitals for which answers were given 
to this question were women unable 
to obtain care because of an inade- 
quate number of beds for maternity 
cases. Lack of beds is apparently not 
the primary reason for lack of hos- 
pitalization in areas in which hos- 
pitals exist. The data regarding the 
estimated number of women who 
lacked care for this reason were in- 
adequately reported. 

Statistical data obtained by the 
questionnaire method can serve only 
to indicate general trends. Comments 


that further elucidated the general 
findings given above were made by 
hospital executives on a number of 
the questionnaires returned. These 
comments are probably of greater 
significance than the actual figures in 
interpreting the problems of hos- 
pital maternity care in rural areas 
and in cities of less than 50,000 pop- 
ulation. 

Some quotations from these re- 
ports are grouped below under ap- 
propriate headings. 


Inadequacy of Funds 


“Here in this part of the state we 
do not have any relief fund to care 
for maternity cases; therefore, we 
have many cases around the county 
that should have hospital care but 
cannot pay for it.” 
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“County hospital will not admit 
maternity cases.” 

“County or relief officers will not 
consider hospitalization for the poor 
except in case of cesarean section.” 

“The local agencies, such as county 
and township, refuse to pay hos- 
pital charges for maternity cases.” 

The comments repeatedly stressed 
the lack or inadequacy of funds and 
the adverse attitude of many relief 
administrators and city or county 
commissioners toward hospital care 
for maternity cases. These com- 
ments, however, brighten the _pic- 
ture somewhat: 

“In this state the township trustee 
is overseer of the poor, and all char- 
ity patients are paid for from town- 
ship funds. All depends on the 
trustee. If he is humane, good; if 
not, bad. Our trustee has a heart; 
hence several cases were taken care 
of.” 

“This county has a county poor 
commission, which is most coopera- 
tive as regards needs of county indi- 
gents. No woman need go without 
adequate hospitalization should her 
case require it. Each case is investi- 
gated through a medical committee 
of three practicing physicians and an 
economic committee comprising the 
judge of the probate, a member of 
the poor commission and the nurse.” 





Burden of the Hospital 

“There were 130 deliveries in 1936; 
122 of the patients were admitted on 
personal responsibility; 63 paid in 
iull; 29 paid nothing to date, and 8 
were paid for from local county 
funds.” 

“There were 87 deliveries, 29 of 
which were private cases; 8 of these 
paid the bill in full; 14 in part, and 
7 did not pay.” 

“There were 57 deliveries. There 
are 19 uncollectible accounts still on 


the books.” 
Privately Owned Hospitals 


“We are a small private hospital 
and take married women only and 
only those who are able to pay.” 

“I have plenty of maternity beds, 
but women who cannot pay are not 
admitted to my hospital.” 

“Bills are always paid in cash when 
the patient leaves the hospital. There 
may be many belonging to classes 
unable to pay, but we do not con- 
tact them.” 

A number of hospital executives 
reported a large percentage of ma- 
ternity patients whose bills were still 
on the books in whole or in part and 
another group of charity patients for 
whom no payment was made through 
public or private funds. The impli- 


cations in considering profit and loss 


Tenant farmers 
and sharecroppers 
can hardly be ex- 
pected to possess 
home conveniences 
for confinement 
cases. At the left 
a view of southern 
agriculture as seen 
by this W.P.A. 
painter of murals. 


on hospital books are clear, whether 
the institution is tax-supported, de- 
pendent on contributions or privately 
owned. 


Economic Conditions 


“Women in need of hospital care 
are too proud to apply to the city 
or county.” 

“There were 13 deliveries in 1936, 
In good times here we had more 
than 30 deliveries a year, but the de- 
pression is still on, largely because 
of drought.” 

“We have the beds but not the 
funds for treatment. Women in this 
area are unable to obtain care because 
of inability to pay.” 

“Only 50 per cent of the patients 
are able to pay hospital charges.” 

“About 60 per cent of the women 
are delivered by midwives. It is im- 
possible for them to pay for hos- 
pitalization.” 


Other Factors 


“It is estimated that 200 women 
should have been hospitalized. This 
estimate is considered conservative. 
Negro midwives thrive and syphilis 
is rampant.” 

“This is the only civilian hospital 
within a radius of 100 miles. The en- 
tire area is covered by one doctor. 
Because of that fact maternity pa- 
tients are seldom able to contact 
either the hospital or the doctor after 
leaving the hospital.” 

“People are not educated for ma- 
ternity hospitalization in this com- 
munity.” 

“There are many who do not wish 
to avail themselves of care in a 
county-operated institution. They 
have no choice of physicians.” 

“The county and the city send 
patients on a five day permit, but 
no normal cases are accepted.” 

“Patients who are not county 
charges but are unable to pay for 
hospital service are allowed to work 
out their bills. They are not denied 
obstetric care.” 


Range of Fees 


“We have an arrangement with 
the commissioner of public welfare 
to accept maternity cases and give 
two weeks’ care for $60.” 

“An allowance of $3 per capita 
is made by the county for the care 
of public charges.” 
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“Thirty dollars for twelve days’ 
care is allowed, which is far below 
actual cost.” 

The county pays $1.40 per patient a 
day. The approximate cost per pa- 
tient is $3.90 per day. The rest is 
paid by voluntary contribution.” 

“Counties will pay only $17.50 for 
deliveries. We are unable to care 
for patients at this price and have no 
other available funds.” 

“A prenatal clinic, connected with 
the hospital, is held twice a month. 
Patients unable to pay are treated 
and delivered free. Patients who can 
pay part of the cost are charged $30 
for ten days, including delivery room, 
laboratory treatment and medicine. 
If unable to leave in ten days pa- 
tients remain free of charge until 
cured.” 

“The county hospital receives all 
maternity cases, no matter where 
they come from. A charge of $20 is 
made when we can collect. Pay 
ments rendered are from $5 to $20.” 

“In order that we may do our 
share in cooperating with the move 
to bring every expectant mother un- 
der care of a qualified physician 
during pregnancy and to make possi- 
ble hospitalization for delivery, we 
have reduced our rates to $50, which 
includes a thorough physical exam- 
ination, a complete laboratory check- 
up, delivery room, anesthetic, three 
day hospitalization and professional 
services. We find that by having 
people pay from $1 to $10 each time 
they visit the prenatal clinic it works 
to the advantage of all to make this 
rate. Of course, this does not mean 
that we do not lose in some cases, 
but to date collections have been 
fairly successful. In checking over 
our out-patient department, two doc- 
tors report 20 cases in the last year 
for which they did not receive fees. 
These doctors handled 45 deliveries 
in the homes.” 

“A farmer’s aid organization be- 
gan to function in October 1936 for 
a one year trial period. A number of 
confinements in 1937 will be paid for 
with funds that have been set aside 
by this organization.” 

“This is an agricultural commu- 
nity. Most of the farmers are tenants 
or sharecroppers. Naturally these 
people do not have the conveniences 
to take care of confinement cases 
with the proper cleanliness. Every 
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Realism and symbolism are combined in a W.P.A. mural called “Farm Life.” 


year we have an unnecessary number 
of deaths among mothers and babies. 
This is undoubtedly due to these con- 
ditions. Anything that could be done 
about this situation in our commu- 
nity would be of great aid.” 

The information obtained from 
this questionnaire leaves little doubt 
that in many of the areas from which 
questionnaires were received women 
in need of hospital care are unable to 
obtain it because of their inability to 
pay and the lack of resources in the 
community for providing hospital 
care wholly or partly without charge 
to the patient. Inaccessibility to hos- 
pitals is another factor to be consid- 
ered. Only a small percentage of hos- 
pitals report an insufficient number 
of beds—the problem in these areas 
is more likely to be one of unoccu- 
pied beds. 

The attitude of some relief admin- 
istrators and city and county com- 
missioners regarding medical care 
for maternity patients throws light on 
the need in many communities for 
educational programs regarding ma- 
ternal care. It might well be asked 
what price the community is paying 
by not providing hospital maternity 
care when such care is needed. There 
is also indication that an educational 
program is necessary to induce some 
women to avail themselves of hos- 
pital care when it is needed and is 
provided for them. 

Evidence exists that some hospitals 
are making an effort to offer care at 


moderate costs, but rates paid by 
public agencies do not meet the 
actual cost of care in many instances 
and voluntary hospitals cannot carry 
the load and continue to operate 
with incomes lower than the cost of 
maintenance. 

State aid in any shape or form 
is seldom available and is limited in 
amount. Federal aid is limited pri- 
marily to service for Indians and for 
Army and Navy personnel. Many 
areas do not have city or county hos- 
pitals and hospitals operated by non- 
profit organizations are forced to 
limit the amount of free work done. 
Privately owned hospitals usually 
limit their services to those who can 
pay. 

Hospital care for maternity pa- 
tients who need it must be provided 
if women are to receive competent 
maternal care and if maternal and in- 
fant death rates are to be lowered. 
The advisory committee on maternal 
and child health services of the U. S. 
Children’s Bureau has recommended 
that adequate maternal care be pro- 
vided for every woman, regardless 
of her economic or social status, and 
has stated that this must include hos- 
pital care, when needed, in hospitals 
properly staffed and equipped to 
care for maternity cases. The ways 
and means of carrying out this rec- 
ommendation must be considered. 
An increase in the provision of care 
by public agencies would appear to 
be inevitable. 
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Central Bureau Relieves 


COMMITTEE of San Fran- 

cisco physicians, laymen and 
welfare workers, without political 
affiliations and therefore able to ap- 
proach the problem on a_ factual 
basis, in 1932 recommended the es- 
tablishment of the Central Medical 
Bureau for the purpose of reducing 
the load of the established out-patient 
clinics and aiding them to meet their 
financial obligations. This bureau 
was to act as the intake for alli 
charity cases. It was equipped wiih 
simple treatment facilities and staffed 
by paid physicians and nurses. 

In actual operation this conception 
developed into the so-called “buffer” 
clinic. All patients were referred to 
this bureau, where they were given a 
physical examination. Simple labora- 
tory procedures were available. The 
facilities and type of treatment pos- 
sible were thus comparable to those 
of the general practitioner’s office. 
If the medical bureau physician felt 
that this was adequate, the patient 
was kept and followed at regular 
intervals as long as necessary. If at 
any time a new or old patient devel- 
oped complaints that required more 
extensive investigation, he was re- 
ferred to one of the established out- 
patient clinics. These out-patient 
clinics were paid at the flat rate of 
65 cents per visit. 

This system accomplished its pur- 
pose of relieving the clinics of a large 
group of patients who did not re- 
quire their elaborate equipment and 
consultative services. The payment 
aided in meeting the financial stress 
many of them were experiencing. 

This system seemed adequate for 
community needs up to the latter part 
of 1934. At that time there were 
revolutionary changes in welfare phi- 
losophy. The nationalized relief pro- 
gram, the tremendous increase in the 
number of persons on relief and the 
advent of work programs were felt 
by the bureau. It was found neces- 
sary not only to care for the patient 
and his ailments but also to recog- 
nize his need for medical adjustment 
in the welfare structure. The pa- 
tient’s name, face and diseases were 
well known, but his environment 


Doctor Larsen is medical advisor of the 
California State Relief Administration. 





1. Storage Vault 

2. Men's Rest Room 
3. Women's Rest Room 
4. Dental Clinic 


5. Home Care Department 


6. Waiting Room 
7. Pharmacy 
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8. Medical Direotor 
9. General Offices 
10. P.B.X. & Reception 
1l. Intake 

12. Registry 

13. Waiting Room 


General offices and waiting rooms occupy most of the first floor space. 


had changed considerably. He was 
now living in the complicated atmos- 
phere of legislative acts involving the 
federal, state and county govern- 
ments. These were incomprehensible 
not only to the patient but also to the 
various medical services. Social serv- 
ice, out of necessity, began to ask the 
bureau for an increasing amount of 
information and for advice in solv- 
ing many questions of policy that 
seemed directly related to medical 
factors. 

The first concern was to continue 
the provision of adequate medical 
care for a greatly increased patient 
load without changing the basic sys- 
tem and without too great an in- 
crease in cost. Long waiting lines, 
crowded benches and the turning 
away of patients were conditions that 
had to be improved. 

The bureau was reorganized and 
changes made to meet the funda- 
mental need, which seemed to be 
better engineering of patient loads. 
This concerned, first, the floor plan 
and, second, the handling of patients. 
The floor plan as rearranged is illus- 
trated on this page. It is interesting 
to note that a comparatively small 
space has accommodated an average 


of 10,000 visits per month without 
evidence of overcrowding. The new 
patient is in and out of the building 
in about one hour. This includes 
determination of eligibility, registra- 
tion, complete examination and per- 
haps a prescription. Return patients 
spend an average of twenty-five min- 
utes in the building. 

The patient appears at the admis- 
sion desk of the clinic as a new case, 
with an identification card issued by 
the social agency, or as a return case 
with an appointment. Each name is 
checked against a master file con- 
taining a list of active relief cases. 

Each patient is given a number 
and is referred to the proper clinic, 
either by the admission desk or by 
the registration desk, where new 
charts are prepared or where a check 
is made for the existence of a previ- 
ous chart. Appointment cases are 
checked the previous day for eligi- 
bility and the charts routed to the 
proper physician. 

All patient load activity is con- 
trolled by the chart room. It alone 
has the responsibility for leveling the 
work among the physicians. A rec- 
ord is kept of the number of appoint- 
ments. Experience has shown the 
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Clinic Case Loads 
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Nearly all of the clinics are grouped conveniently on the second floor. 


approximate percentage of cases in 
which appointments will be kept. As 
the basic patient load is known with 
reasonable accuracy, a physician over- 
loading himself on a particular day 
is notified that no more appoint- 
ments should be made, thus allowing 
for new patients a percentage of 
time adequate to meet the approxi- 
mately known need. The physician, 
therefore, usually has a capacity load 
but seldom has more than he can 
comfortably see. This control results 
in an even distribution of work and 
prevents the development of clinic 
crises. 

Each physician works in a unit 
composed of two dressing rooms, an 
examining room and a treatment 
room. A nurse is in constant attend- 
ance. It is her duty to keep the 
patients moving through the unit so 
that all of the physician’s time may 
be spent examining or treating pa- 
tients. With proper skill in the util- 
ization of the two dressing rooms 
and selection of new and returned 
cases, much of the waste of physi- 
cians’ and patients’ time is elimi- 
nated. 

The clerical work of the physician 
has been reduced to a minimum. He 
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is expected to complete the history, 
the physical findings and the pre- 
scription. All other work requiring 
forms for interdepartmental refer- 
ence is done for him by the nurse. 

The bureau also operates a home 
care service. This is done in co- 
operation with the visiting physicians 
of the San Francisco health depart- 
ment. The agreement is that the 
bureau physicians take care of all 
calls from relief clients during the 
daytime, while the city physicians 
meet night and week-end calls. 

When the nature of the illness or 
home conditions makes necessary a 
visiting nurse or housekeeping serv- 
ice, the physician reports the need 
by telephone to the bureau as 
promptly as possible. If hospitaliza- 
tion is necessary, the nurse at the 
bureau makes arrangements through 
the city emergency service. 

Home care service is the most 
variable activity of the bureau be- 
cause of seasonal variations and epi- 
demics. The staff is increased as 
necessary to care for such situations. 

The pharmacy of the bureau has 
adjusted itself to the type of patient 
usually seen. A good percentage of 
the diagnoses fit into a small group 


of disease entities. On this basis, a 
certain amount of standardization of 
therapy has seemed possible. To 
speed dispensing and to reduce drug 
costs, frequently used drugs, simple 
and compounded, have been made in 
bulk and placed on shelves for im- 
mediate dispensing. A list of these 
drugs, codified according to disease 
and systems, has been provided each 
physician to use if he desires. It is 
not implied that medication is to be 
restricted in any way to the list. In 
40 per cent of all prescriptions the 
physicians have used the code. 

Because of the social aspect of the 
medical program, it has been found 
necessary to add other services not 
ordinarily considered in clinic oper- 
ations. The special phases of in- 
digent medicine have required the 
establishment and the departmental- 
ization of the following functions: 
(1) work placement; (2) psychiatric; 
(3) special diet; (4) housekeeping 
service and visiting nurse association ; 
(5) appliance; (6) dental; (7) med- 
ical report and chart; (8) administra- 
tive consultation service, and (9) 
medico-social. 

The work placement department 
is a physical examination unit. New 
cases applying for relief are referred 
here by the intake worker to deter- 
mine on a physical basis the eligi- 
bility of a person for county or state 
relief. Persons already carried on one 
of the relief rolls may also be re- 
ferred for review when there is rea- 
sonable doubt of physical eligibility 
or when there has been some recent 
change. The responsibility of this 
department eventually becomes finan- 
cial. The result of the examination 
often decides whether federal, state 
or county funds will be used in pro- 
viding for a person. 

A great many persons seen in this 
department have had little previous 
opportunity for medical care. Many 
conditions are discovered that require 
treatment or correction and, with the 
facilities immediately available, the 
physician is able to refer such cases 
for proper care. 

The bureau cooperates with the 
state department of public health in 
its venereal disease program. A rou- 
tine Wassermann is taken on all cases 
and public health nurses make neces- 
sary follow-up to ensure proper treat- 
ment. The possibility of gonorrhea 
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The small patient at the right is not sure 
she approves of this procedure but she seems 
to be willing to trust the doctor and nurse 
who are examining her. Below, nurses are 
certifying and registering new patients. In 
spite of limited space and a heavy case load, 
patients are cared for with speed and effi- 
ciency. One hour is the length of time it ordi- 
narily takes for a new patient to be identified, 
registered and examined. With proper consid- 
eration given to patient load, control of the 
general load by the chart room and smooth 
operation of the unit, a physician may easily 
see 20 or 25 cases in his three hour period. 


Left: One patient is being fitted 
with glasses which have been rec- 
ommended by the physician as 
needed to help raise his work rat- 
ing. At the left of the picture, a 
nurse interviews a new patient. 
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is routinely investigated and positive 
cases are also referred to public 
health clinics for treatment. 

A psychiatric department was 
found necessary for the effective 
handling of the case load. The early 
thought for this unit was to study 
the psychological aspects of relief, 
placing particular emphasis on the 
minors in family groups. Practical 
problems regarding the employability 
of suspected or actual mental cases 
soon demanded most of the time. 
Knowledge that such a service existed 
built this unit into one of the most 
active and important in the bureau. 

Certain accessories of medical 
service require administrative con- 
trol. These relate to special diet, 
housekeeping service, visiting nurse 
service and medical appliances. Each 
of these has been departmentalized 
for the obvious reason that expendi- 
tures not ordinarily included in the 
relief budget have to be made. 

To assure proper use of the addi- 
tional allowance granted for special 
diets, home visits are made and class 
instruction is given. The personnel 
is trained in the practical considera- 
tions of adapting the preparation of 
the diet to limited funds. 

Housekeeping service is available 
to the acutely ill when home condi- 
tions indicate the necessity, varying 
according to the individual case from 
part time to a full day. This is usu- 
ally requested by the attending phy- 
sician and granted after a social in- 
vestigation. 

Nursing service is supplied by way 
of the visiting nurses’ association. 
Nurses are requested by the attend- 
ing physician and they make regu- 
lar visits as often as the medical sit- 
uation requires. 


Medical Appliances Given 


The granting of a medical appli- 
ance is also complicated in an indi- 
gent medical service by the limitation 
of funds and the restrictions imposed 
by general policy. First consideration 
is given to the employable member 
of the family who is usually granted 
an appliance recommended by the 
physician when it will raise his work 
rating. 

In the dental department dentists 
examine all cases. Since complete 
mouth rehabilitation is not possible, 
the examining dentist authorizes care 
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for obvious defects. The patient is 
then sent to a dental clinic where the 
authorized work is completed. The 
work done is confined to emergency 
service of affected teeth causing pain 
and to those which are likely to cause 
trouble in the near future. Simple 
amalgam or cement is the type of 
filling used. X-rays and necessary 
extractions are authorized for local 
conditions or when ordered by a phy- 
sician when a general medical condi- 
tion seems related to dental infection. 
Dentures are granted on the same 
basis as an appliance. 

To preserve the conception of the 
individual as a whole, the bureau has 
developed certain correlating tech- 
nics. The foundation upon which 
this is based is the medical chart. 
This chart contains all information 
from the work placement examina- 
tion through the main clinic, home 
care, out-patient and hospital services. 
In addition, there may be a complete 
social history, departmental notes re- 
lating to appliances and reports of 
home visits made by the housekeep- 
ing and nursing services. More than 
70,000 such charts have been accu- 
mulated. From them it is frequently 
possible to visualize the person’s dis- 
ability and his problems in relation 
to his environment. 

In many instances the medical re- 
port cannot cover the entire scope of 
a problem. This is especially true in 
the more complicated medical cases 
having a complex social history. To 
personalize such cases further, confer- 
ences are held, which are attended by 
the medical director, the social service 
supervisor and the medical social 
worker. Other persons, such as mem- 
bers of welfare committees and in- 
terested citizens, may also _partici- 
pate, if they desire. Occasionally the 
person concerned is asked to be 
present. 

In metropolitan areas there are 
many agencies providing supple- 
mentary services not offered by the 
relief agencies. Since the medical 
bureau must frequently utilize such 
resources, a medium of cooperation 
is necessary. The medical social 
worker fills this need. 

Hospitalization is an example of 
this work. The relief client being 
treated in an out-patient clinic who 
is judged a nonemergent hospital 
case is referred to the medical social 


service department. The admitting 
unit of the hospital is provided with 
a report on social eligibility and a 
resumé of the medical history. Social 
service is notified of the date of ad- 
mission, together with an estimate of 
the length of stay involved. This is 
necessary so that a plan can be made 
for other members of the family. 
When the patient is discharged this 
department is notified by the hos- 
pital. A summary of the medical 
findings is sent to the bureau indi- 
cating the diagnosis and recom- 
mendations for follow-up care. This 
information results in reopening a 
case for relief, obtaining proper liv- 
ing quarters, physicians’ and nurses’ 
home visits, housekeepers, special 
diets and related medical adjuncts. 


5000 Cases per Month 


The central medical bureau has 
provided the services described to 
case loads varying from 20,000 to 
70,000 persons. During the last three 
years the case load has been approxi- 
mately 20,000. Of this number ap- 
proximately 5000 are seen in the 
various departments each month. 
Sixty per cent are cared for through 
the bureau facilities; the remainder 
have been referred to the cooperat- 
ing out-patient clinics and hospitals. 

The bureau now employs 40 physi- 
cians, eight nurses, two dentists, two 
pharmacists, one laboratory techni- 
cian and one medical social worker. 
Daily statistics are kept of the at- 
tendance in each department. When 
the load consistently approximates 
the “breaking point” for more than 
two or three weeks, the staff is in- 
creased. Decreases in staff are made 
according to the same formula. 

The cost of operating the bureau 
for the combined case load of the 
State Relief Administration and the 
County Welfare has averaged ap- 
proximately $15,000 per month, or 
75 cents per month for each person 
on relief. This cost includes all home 
and ambulatory care and _ special 
services. Hospitalization is provided 
by the San Francisco County Hos- 
pital. The special diet control and 
housekeeping services are provided 
through W.P.A. projects cooperating 
with the bureau. The out-patient 
clinics are compensated on a flat fee 
per visit basis, according to the gen- 
eral cost per visit. 
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HE records of the hospital and 


the information obtained by the 


physician while attending a patient 
in the hospital are all of a confi- 
dential character and should not be 
disclosed except with the consent of 
the patient or the person who stands 
in the position of the patient. The 
laws of various states differ upon 
the use of these records but in most, 
if not all, states the hospital is re- 
quired to keep them. Records are 
the property of the hospital and for 
the protection of the institution they 
should net be removed from the 
record room except with the proper 
legal authority and by an agent of 
the hospital. 

In order to control the use of hos- 
pital histories, the following rules 
have been formulated: 

1. Histories are accessible to the 
attending hospital staff, house staff, 
hospital administrators, superintend- 
ent of the training school, head of 
social service, students who are doing 
work in the hospital and are assigned 
work on clinical abstracts or special 
work for some member of the staff, 
and doctors of the out-patient depart- 
ment inspecting records for the bene- 
fit of the out-patient. All other per- 
sons must be approved by the hos- 
pital administration. It is advisable 
not to permit members of the staff 
to see individual records unless they 
are treating the patient. 

2. A physician who later attends 
the patient, whether on the staff or 
not, is allowed access to the medical 
record, but care must be exercised 
that this physician is really attending 
the patient and acting in his interest 
and is not an insurance physician or 
a physician sent out by the opposite 
side in a medico-legal or compensa- 
tion matter. It is becoming more and 
more the rule to require the physi- 
cian to have the consent of the pa- 
tient or the person who stands in the 
position of the patient. 

From the standpoint of medical 
ethics it would be desirable for the 
second physician to take the matter 
up with the first physician who ob- 
tained the information. But if a 
patient wishes to discharge the first 
physician and retain the services of 
the second he may do so, and there- 
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Medical Records 


fore, in the primary interest of the 
patient the second physician should 
be allowed access to the record. 
The use of the record for legal, 
insurance and compensation — pur- 
poses is somewhat different from the 
medical use, yet it should be care- 
fully safeguarded so that the record 
will still serve the best interest of the 
patient. The demand for information 
from the hospital record for legal 
and insurance purposes is increasing 
so that it is not only a heavy clerical 
burden but a considerable task to 
protect the record adequately and yet 
give out the proper information. 
The question often arises as to 
what course to follow when a record 
is required in court. Here again 
laws of the various states differ but 
what course to follow is so well 
demonstrated in the case of Smart 
v. Kansas City, 208 Missouri, that 
the decision is given as an example. 
In that case an effort was made to 
compel the production of a record 
in court. The court held that the 
hospital record, being a report of a 
physician, became, as such, a confi- 
dential matter as is any knowledge 
directly obtained by a physician from 
his patient and, inasmuch as the phy- 
sician would not be permitted to vio- 
late the confidence of his patient by 
direct testimony, he should not be 
permitted to do so by the production 
of a hospital record. This case fur- 
nished a precedent for hospitals in 
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Missouri and gives the following 
legal advice and suggestions: 

1. The hospital should not seek to 
suppress any fact or information, but 
it has no right to give out any infor- 
mation without the consent of the 
patient. 

2. The officers of the hospital 
should not produce any records in 
any court without a direct order of 
the court. The statutes of Missouri 
offer no means of compelling the 
production of documents, except in 
the actual trial of a case. Therefore, 

hospital representative is sub- 
poenaed to appear before a notary 
public or a commissioner taking dep- 
osition before a trial, he should 
refuse to produce the records. If he 
is subpoenaed to appear at the trial, 
he should appear, but he should not 
produce the record unless it is a 
subpoena duces tecum, that is, a 
subpoena directing him to produce a 
clearly described document. That 
means only that he should have the 
document in court but he should not 
turn the record over to counsel until 
the court so directs. 

His position as a witness should 
be as follows: that he have the record 
in his possession; that he consider 
the record in the nature of confiden- 
tial information, and that he be 
advised by counsel for the hospital 
that it is improper for him to dis- 
close the record without the consent 
of the patient until he is ordered to 





NOTICE TO 


INSURANCE COMPANIES 


In order to save the time of our busy staff and to make 
sure that insurance reports are made promptly, 
Hospital furnishes this type of insurance statement instead of 


completing your form. 


These statements have been accepted by all insurance com- 
panies and organizations with whom we have had any dealings. 


The following is a partial list: 


Metropolitan, Prudential, New York Life, Equitable of New York, Mutual 
of New York, Northwestern Mutual, Travelers (Connecticut), John Han- 
cock, Sun Life (Canada), Mutual Benefit, Penn. Mutual, Aetna, Massa- 
chusetts Mutual, and Connecticut Mutual. 
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and the Law 


Assistant Superintendent 
Barnes Hospital, St. Louis 


do so by the court. He should fur- 
ther state that the hospital’s sole 
interest is to carry out its obligations 
to the patient and that it has no 
desire whatever to withhold any in- 
formation the court instructs it to 
disclose. 

3. When attorneys or others (not 
representing the patient) ask for 
information, the foregoing rules will 
be sufficient to save the hospital from 
annoyance. Attorneys understand 
that they cannot force the production 
of records in the taking of deposi- 
tions and they cannot compel any- 
one to examine the record. It is 
assumed that representatives of the 
hospital could give any material in- 
formation with reference to a patient 
without permitting an examination 
of the record and the hospital is 
more than justified in declining to 
permit such an examination. 

It is much better for the hospital 
to err on the side of the patient than 
to subject itself in any way to criti- 
cism by disclosing facts that the 
patient may deem to be of a confi- 
dential nature. When questions arise 
and a controversy cannot be 
promptly settled the hospital should 
refer the matter to its attorney. 

If a request for a record is made 
by an attorney who produces the 
patient’s permission in writing, a 
copy of the record should be fur- 
nished. There is no reason why the 
hospital should not omit from the 


copy the names of those doctors who 
attended the patient unless the copy 
is to be a certified true copy. The 
reason for this is that the attorneys 
are able to obtain the names of these 
doctors, subpoena them and _ thus 
demoralize the work of the hospital. 

If a doctor is subpoenaed in a 
case concerning a patient and is re- 
quired to bring the hospital record 
of the patient to court, the hospital 
should request that a subpoena duces 
tecum be issued and on receipt of 
it the hospital may then, if it deems 
the doctor trustworthy, allow him to 
produce the record in court. 

The classification of a hospital rec- 
ord as a privileged communication 
is a rule of evidence. It means that 
the hospital record of a patient can- 
not be submitted in evidence over 
the objection of a patient. In other 
words, if the patient objects to the 
submission of the record in evidence 
on the ground that it is a privileged 
communication, the court will sus- 
tain such objection and the record 
cannot be submitted. 

It might be argued that this is 
only a rule of evidence and that 
there is no legal reason that would 
prevent the hospital from furnishing 
copies of a patient’s record to third 
parties upon request. No _ liability 
would attach to the hospital for 
doing this even though the patient 
did not give his consent or, in fact, 
though the patient actually protested. 





Waiver Form Used by Insurance Company 


I expressly waive on behalf of myself and any person who shall have 
or claim any interest in the group insurance issued to me (or the person 
in whose behalf this claim is filed) all provision of law forbidding any 
hospital, sanatorium or dispensary in which treatment has been received 
at any time, or physician or any other person who has heretofore been in 
attendance or made any examination in this way or any other illness, 
from disclosing any knowledge or information thereby obtained, and 
request all such persons or agencies to furnish any information in their 


possession upon request of the 


Insurance Company. 


Dated this... Gay of. 


bi (name) 


(address) 
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There are two answers to this 
argument: 

1. If the record of the patient con- 
tains statements that are false and 
slanderous the hospital might pos- 
sibly be liable to damages for slan- 
dering the patient. 

2. It would, undoubtedly, be un- 
ethical to furnish copies of the record 
promiscuously. 

The use of the record for insur- 
ance purposes is for the benefit of 
the patient although the insurance 
company benefits at the same time. 
Here the hospital is dealing with 
two parties of its public, and as a 
public relations policy there is reason 
to furnish the insurance company 
with the necessary information in as 
courteous and prompt a manner as 
is possible, at the same time safe- 
guarding the patient’s best interest. 

The written consent of the patient 
should be obtained before giving out 
information for insurance purposes. 
Insurance companies are now having 
their clients sign a waiver giving per- 
mission for the company to obtain 
information from the hospital record. 
An example of this type of waiver is 
shown. 

There is no doubt that insurance 
companies can ask that such a waiver 
be signed and, in general, it may 
be accepted by hospitals as the pa- 
tient’s permission. The example 
shown, however, may have two de- 
fects: Does the patient have the 
right to waive the rights of the bene- 
ficiary? Is such a general blanket 
waiver legally possible? In case of 
death, this waiver signed only by 
the patient should not be accepted 
but the signature of the beneficiary 
should also be obtained. 

Most insurance companies request 
that forms be filled out. These medi- 
cal information blanks not only are 
tedious and detailed but ask for 
medical opinion, some of it expert. 
All this information can be given in 
abstract form by a physician who is 
a member of the hospital staff or the 
record librarian can issue the ab- 
stract, sending it to the physician for 
his approval and signature. 

Proof of death certificates and the 
shorter medical information blanks 
may be handled by using a typed 
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Proof of Death Form 





Name of Hospital 
Address 


Ex-officio, I hereby certify that 


_..... years of age, white, was admitted to 
June 1, 1938 and was discharged on June 25, 1938. 


D1acnosis: 
OPERATION: 
ConDITION: 


Date 
(name) - 


~ (address) — 
Hospital on 





ex-officio statement based on infor- 
mation obtained by the record 
librarian from the patient’s record. 
If the patient is still in the hospital, 
the information is furnished by the 
intern or by the patient’s physician. 
This form may be typed either at 
the information desk or in the gen- 
eral office and signed by a medical 
member of the administrative staff 
or, if there is none, by a licensed 
member of the staff. This form 
gives pertinent data, such as the 
name, address, age, color, date of 
admission (if the patient is in the 
hospital or has been discharged), 
diagnosis, operation and condition. 
It can be altered in case of disability 
insurance to include the prognosis 
as furnished by the medical attend- 
ant. Proof of death forms bear the 
cause of death instead of the diag- 
nosis and a notary seal when re- 
quired. 

A notice to insurance companies 
is attached in sticker form to ab- 
stracts and to each ex-officio state- 
ment. The purpose of this is to 
notify the insurance company that 
its information blank is not being 
filled out and the reason therefor. 
In our experience we have had no 
difficulty with our abstract or ex- 
officio form. 

There are times, however, when 
the shorter ex-officio form is insufh- 
cient and the insurance company 
requires a longer abstract. This is 
furnished upon request without addi- 
tional permission from the patient 
but at reasonable charge to cover 
stenographic expense. The charge for 
the ex-officio form is 50 cents, or, 
with notary seal added, $1. The 
charge for ordinary abstracts of one 
or two pages is $2 although the 
charge should vary with each hospi- 
tal’s policy. Complete copies of the 


72 


hospital record are charged for on 
the basis of the stenographic time re- 
quired to make them, and the charge 
usually amounts to $5 and up, de- 
pending upon the length. 

The executor of the estate of a 
deceased patient or his attorney cer- 
tainly has a vested right in the pa- 
tient’s hospital record, and the hos- 
pital should furnish proof of death 
and, if more information is needed, 
should make an abstract or copy of 
the medical record. 

In compensation insurance cases, 
in accordance with Section 331, Re- 
vised Statutes of Missouri, 1938, Sec- 
tion F, every hospital or person fur- 
nishing an employe of an industrial 
organization with medical aid shall 
permit its record to be copied by 
and shall furnish full information to 
the commission, the employer, the 
employe or his dependents and any 
other party to any proceedings for 
compensation under this act. Certi- 
fied copies of such records shall be 
admissible in evidence in any such 
proceedings. 

So far as this particular act is 
concerned the consent of the patient 
is immaterial and there is no need 
to obtain it. We feel that the hos- 
pital should, in the ordinary case, 
continue its practice of asking for 
the written consent of the patient, 
but if this consent cannot be obtained 
or if the party concerned does not 
wish to obtain it, the provisions of 
the act itself make it incumbent upon 
the hospital to furnish the record to 
the parties who are entitled to it 
under the act, and in this case the 
hospital has no alternative. 

The hospital, as a matter of pro- 
tection, is entitled to definite knowl- 
edge that the patient’s record comes 
under the compensation act and if a 
subpoena is not furnished, a letter 


should be requested from the work- 
men’s compensation commission that 
protects the interests of the patient 
and hospital and gives all parties ac- 
cess to the hospital records. 

Under the workmen’s compensa- 
tion act certified copies of the hos- 
pital record are admissible as evi- 
dence and it is advisable to make 
every attempt to have the attorneys 
in compensation cases accept these 
certified copies. Therefore, at Barnes 
Hospital we make them for a mini- 
mum stenographic charge merely to 
save the hospital from loss. From ex- 
perience it is much less expensive to 
make a certified true copy of a hos- 
pital record than it is to spend sev- 
eral days in a room listening to testi- 
mony before the commission. 





Calling Interns at Meals 


One difficulty that faces many hos- 
pitals originates in the staff dining 
room when an intern is required 
to answer the telephone. Because 
complaints arose in our institution 
from the interns who were dis- 
turbed at their meals by the con- 
stant jangling of the telephone and 
from the switchboard operators who 
were irritated because no response 
was made to their calls, with a con- 
sequent tie-up of the board, a solu- 
tion had to be found. 

At first, it was the custom to assign 
a clerk to the duty of answering all 
telephone calls, but often his services 
were more urgently required else- 
where. Also, it did not coincide with 
our ideas of economy to use a valu- 
able employe as a page boy. After 
some thought the problem was 
solved by the installation of an auto- 
matic call system. The apparatus con- 
sists of a master central unit, which 
is plugged into an ordinary electrical 
receptacle located in the switchboard 
room, and a remote unit located in 
the staff dining room. The switch- 
board operator asks for the intern 
and, if he is present, he makes that 
fact known from any point in the 
room. The message is conveyed by 
the operator and within a few sec- 
onds the entire transaction has been 
speedily and effectively completed. — 
Henry GreEENBERG, M.D., medical 
superintendent, Morrisania City Hos- 


pital, New York. 
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Diagnosis in Dakota 


N a sparsely settled country with- 

out benefit of subsidized med- 
ical institutions the establishment of 
diagnostic clinics is difficult, if not 
impossible. In the great expanses of 
the western plains neither private 
philanthropy nor public exchequers 
have had the foresight or the altru- 
ism to provide adequate facilities for 
proper diagnosis and treatment of 
the ailments of the population. As 
a result, the diagnosis and treatment 
of disease have always been the re- 
sponsibility, if not the prerogative, of 
the private hospital and medical 
practitioner. 

This was particularly true of North 
Dakota. In this prairie state medical 
practice began with the country doc- 
tor who often ministered to his com- 
munity on horseback. In the early 
days, the territory a single doctor was 
called upon to serve in some places 
was a hundred miles or more in ex- 
tent. The hardships to which the 
pioneer physicians of the Dakotas 
were subjected defy description, and 
what their services lacked in quality 
was compensated for by their will- 
ingness to serve. 

As the region was settled doctors 
became more numerous, but in the 
country districts there has always re- 
mained a dearth of physicians. For 
many years only the barest necessi- 
ties of medical service were available 
to the people. The nearest center 
where expert diagnosis and hospital 
treatment were available was the 
Twin Cities of Minnesota. The Da- 
kotas depended upon the general 
practitioners. 

As time went on hospitals made 
their appearance in the larger towns 
and with them came a group of re- 
sourceful men, a few of whom were 
possessed with prophetic vision. The 
early hospitals provided a minimum 
of service, which at its best was little 
better than home care. As a result 
most of the medical and even sur- 
gical procedures were carried out in 
the ranch homes. 


The author is an internist on the staff of the 
Quain and Ramstad Clinic. 
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X-ray diagnostic unit, with plate changer, for heart and chest cases. 


Such was the condition of affairs 
in North Dakota in 1899 when Dr. 
E. P. Quain arrived in Bismarck. 
His early practice was a general one. 
Relatively early in his career he asso- 
ciated himself with Dr. N. O. Ram- 
stad and Dr. V. J. LaRose, and the 
three physicians began the practice 
of surgery in addition to the onerous 
duties of a large general practice. 
The early years of this association 
were occupied with the business of 
clinical medicine. 

Long drives, sleepless nights and 
busy days precluded the development 
of refinements of practice, but as the 
years passed and business increased, 
more men were added. The early 
nucleus of three men expanded grad- 
ually into a sizable group and spe- 
cialization after a fashion developed. 
One man devoted himself to medi- 
cine, another to x-ray, another to 
obstetrics and pediatrics, the rest to 
surgery. 

As in nearly all medical centers 
during this period, surgery predom- 
inated; the laboratory and _ other 
clinical branches were subserved. 
However, as progress in laboratory 
science developed, a laboratory was 
organized and a combination pa- 
thologist and bacteriologist was 


added. Gradually, facilities and per- 
sonnel were expanded, and, as meth- 
ods of clinical and laboratory proce- 
dure were discovered, these were 
added to the equipment of the group. 

There was an understanding that 
one or more months each year should 
be devoted to intensive postgraduate 
study by each member of the staff. 
In this manner the various men 
could carry out a systematic develop- 
ment in different specialties. Event- 
ually, a center of medical and sur- 
gical service was evolved, which gave 
to a vast area facilities for diagnosis 
and treatment which formerly were 
not available except in towns that 
were 400 or 500 miles away. 

Established primarily as a surgical 
group, the organization today in- 
cludes 21 physicians, embraces all 
branches of laboratory and clinical 
investigation and provides specializa- 
tion in all departments of medical 
and surgical treatment. All types of 
physical therapy are provided and 
deep x-ray and radium therapy are 
available. The clinic has been desig- 
nated as an approved center for the 
diagnosis and treatment of cancer by 
the American Society for the Control 
of Cancer. 

When patients register at the clinic 
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they are referred to an examining 
physician or to the physician of their 
preference, who directs the examina- 
tion. In the event that consultation 
by specialists or special examinations 
are desirable, consultants are called 
in or the patient is referred to the 
proper department. 

If the patient is to be hospitalized 
he is entered on the appropriate 
service and is placed under the care 
of the staff member in charge. 

Upon completion of the examina- 
tion the examining physician gives 
the patient his instructions and sum- 
marizes the charges, referring him 
to the business office for a settlement 
of his account. Upon the patient’s 
discharge from the hospital the physi- 
cian in charge of the service gives 
the final instructions and summar- 
izes the charges. 

All the patient’s correspondence 
and future consultations are referred 
to the physician who last saw him 
and gave him his final instructions. 

The need for such complete fa- 
cilities was the impetus which pro- 
vided them, for, isolated from pro- 
gressive medical centers, the group 
found it necessary to develop its own 
facilities or to cease to progress. The 
necessity was further enhanced by 
the lack of diagnostic aids provided 
by the state board of health which, 
later, established diagnostic labora- 
tories at three points in the state. 
But in the beginning the services that 
the state laboratories provided were 
elemental and inadequate to the de- 
mands made upon them. 

The facilities of the organization 
were not restricted to the use of the 
clinic staff but were made available 
to all physicians who were pleased to 
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make use of them. Many of the doc- 
tors in central and western North 
Dakota sent smears, cultures and tis- 
sues to the laboratory for examina- 
tion. This was a particularly valu- 
able and popular service before the 
state laboratories were developed. 


With the expansion of practice it 
became necessary to construct a build- 
ing of special design for complete 
diagnostic and clinical service. Such 
a building was built and occupied in 
1927. With its own building used ex- 
clusively for medical service, the 
clinic’s resources for better work 
multiplied. Numerous neighboring 
physicians make use of its facilities 
by referring their difficult problems 
for study and treatment. The clinic 
has always fostered the cooperation 
of the country practitioners by ex- 
tending to them its cooperation. 

As a result of the impetus thus 
given to the development of a high 
grade medical service the small, 


Left is a typical examination 
room in the Quain and Ramstad 
Clinic, furnished with examining 
table, desk and wash basin. The 
lower picture shows a dressing 
room and, connected with it, the 
surgery for minor operations. 





meagerly equipped and inadequate 
hospital with 30 beds was expanded 
to two modern hospitals providing 
300 beds. Both hospitals are well 
supplied with laboratory and clinical 
equipment, staffed by wide-awake, 
progressive physicians. Both institu- 
tions conduct regular staff meetings 
and meet the requirement of hos- 
pital standardization boards. 


The practice of the clinic has al- 
ways been financed by private in- 
come from its patients. Until the re- 
cent development of federal aid proj- 
ects, the indigent were cared for by 
the charity of the doctors and the 
hospitals. No deserving patient in 
need of medical care has ever been 
refused treatment. 

As long as free clinics for diag- 
nosis and treatment are not available 
in sparsely settled and poor coun- 
tries, medical problems must be 
solved and the needs of the people 
supplied by private enterprise. 
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Extremely accurate electro-metric 
chemical testing for soluble alka- 
lis in the glass constituents of the 
Saftiflask set-up, by means of the 
detecting glass electrode. Another 
example of the infinite care which 
surrounds production of solutions 
in Saftiflasks! 





Yes, in addition to the testing of the 
solutions in Saftiflasks —testing chemi- 
cally, biologically, physiologically — even 
the container constituents themselves are 
chemically tested! And it is a matter of 
interest that Cutter research workers are 
able to detect minute traces of soluble 
alkali in glass in much smaller fractions 
than have ever been reported in published 
literature. 





The reason for this extreme, uncom- 
promising precaution is the fact that solu- 
tions in Saftiflasks are produced in a gov- 
ernment-licensed biological laboratory. In 
such a laboratory it is just habitual to do 
things that way—to take no chances. 


Unlike biologicals, dextrose solutions 
are not government-licensed. But biologi- 
cal workers know that any product in- 
tended for intravenous injection—licensed 
or not—must be safe. 


In prescribing solutions in Saftiflasks 
you avail yourself of the skill and experi- 
ence of a government-licensed biological 
laboratory—one of the oldest biological 
laboratories in America. Cutter Laborator- 
ies, Berkeley, Calif., 
and 111 N. Canal St., 
Chicago. (U. S. Gov't. 
License No. 8) 
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Looking Ahead a Few Years 


DAVID H. McALPIN PYLE 


HE general laity (hospital trus- 

tees and others) that provided 
the capital to build our voluntary 
hospitals, that contributed liberally 
toward hospital maintenance and 
that accepted the responsibility of 
guiding hospital policies seems to 
have spent its energy on the con- 
struction of a social machine whose 
economy gives many indications of 
breaking down. 

Our economics seems to be wrong. 
Otherwise, why is it, when men of 
medicine have discovered how to 
cure, relieve or control many of the 
diseases that afflict us, we still have 
not found a way to make full use 
of that knowledge for the benefit of 
all our people? 


What We May Expect 


We should be prepared to accept 
the fact that, increasingly, the care 
of the indigent, who make up a 
large percentage of the population, 
must be done in governmental hos- 
pitals, while more and more the 
voluntary hospitals will serve _pri- 
marily the needs of those who can 
afford to pay all or something toward 
the cost of their care. 

The physician or surgeon may ex- 
pect to be paid by patients, or on 
behalf of them, for a greater pro- 
portion of his work in the voluntary 
hospitals. He will not be required to 
make the same generous contribu- 
tion of his time and experience that 
he has made in the past. In fact, 
ways will be found to compensate 
him for many of the services ren- 
dered by him in the hospital for 
other than his private patients. More 
than likely, the trend in the govern- 
mental hospitals will be toward the 

This article is abstracted from an address 
before a joint session of the American College 
of Surgeons and the Greater New York Hos- 


pital Association. Mr. Pyle is president of the 
United Hospital Fund. 
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payment of doctors for the time they 
give to the care of the indigent sick. 

An important cause of these 
changes will be the inability of con- 
tributors to make any substantial in- 
crease in the amounts given to meet 
the deficits of voluntary hospitals 
arising from care given free or at 
less than cost. Beyond this, it is 
doubtful whether philanthropy will 
be able to finance a large share of 
the enormous capital outlays that 
will be required to build new hospi- 
tals to serve our growing population 
and also to finance the replacement 
of old and obsolete hospital build- 
ings. 

For New York City alone, it is 
conservatively estimated that $371,- 
000,000 will be required by 1960 for 
new hospital buildings and for the 
replacement of old ones. That figure 
is increased to $429,000,000 if, in ad- 
dition to hospitals, the other facilities 
for the organized care of the sick 
are included. It seems inevitable that 
the greater part of this amount must 
be provided out of tax funds. There- 
fore, the voluntary hospitals must 
expect to serve a decreasing propor- 
tion of our population as time goes 
on. 

In this gradual transfer of the care 
of the indigent sick from voluntary 
to governmental hospitals, a careful 
balance must be preserved to make 
sure that we do not at any point in 
the process waste the money at our 
disposal. The capacity of the govern- 
mental hospitals should be increased 
only as fast as it is demonstrated 
that the facilities of the volun- 
tary hospitals are unable to meet 
the growing demand for hospital 
care. Therefore, the present policy 
of using as much of the capacity of 
the voluntary hospitals as is possible 
for public charges, whose care is paid 
for in part out of tax funds, should 


be continued. In this manner, un- 
necessary expenditures for capital 
purposes to provide new facilities 
will be avoided, and the capacity of 
all institutions, governmental and 
voluntary, will be economically used. 

In providing care for public 
charges, the voluntary hospitals 
should not expect to receive from the 
state or municipal government pay- 
ments that equal or exceed the costs 
in their own or in the governmental 
institutions. The taxpayers’ money 
must be judiciously expended and, 
once it appears that public charge 
patients can be cared for more eco- 
nomically in the governmental insti- 
tutions, there will be little reason to 
continue the use of the voluntary 
hospitals to provide any part of that 
care. At the same time, the volun- 
tary hospitals must continue to give 
as much free and below cost care to 
the sick poor, other than public 
charges paid for by government, as 
they can finance. 


Many Mergers in Future 


The voluntary hospitals are char- 
tered to render a public service and 
to dispense charity to those who need 
it. They are favored by tax exemp- 
tions and have received millions of 
dollars for capital and operating pur- 
poses from philanthropy. One may 
well question the propriety of any 
demand which they might make 
that would require government to 
meet the cost of all their free work. 

A number of the smaller general 
and special voluntary hospitals in the 
metropolitan centers of the country, 
lacking certain of the essentials for 
good hospital care, will find it more 
and more difficult to compete with 
the larger, newer and better insti- 
tutions in obtaining a share of the 
limited funds that philanthropy will 
be able to make available to finance 
capital and operating needs. The 
trustees of these smaller institutions, 
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in an effort to keep the doors of their 
hospitals open, must avoid a natural 
inclination to eliminate free services. 

Once it becomes apparent that a 
voluntary hospital is unable to 
finance its obligation to provide a 
reasonable amount of care free or 
at less than cost and that its services 
are limited to those paid for in full 
by the recipients, the trustees of that 
institution should give unselfish and 
earnest consideration to plans for a 
physical or administrative merger 
with a larger voluntary hospital, for 
relinquishing its property to govern- 
ment for use as a hospital or, in the 


event its facilities are no longer 
needed or its plant is not equipped to 
provide a high standard of care, for 
closing the institution entirely. 

Failing in the accomplishment of 
any of these ends, the hospital should 
lose its status as a tax exempt insti- 
tution. I appreciate the harshness of 
this proposal, but I think the day 
has come when we should abandon 
the familiar cry, “Save the voluntary 
hospitals!” Up to this time that has 
meant to save all the voluntary hos- 
pitals and some of them now are not 
worth saving. 

During this process of abandoning 


old ideas, we should forget the com- 
mon belief that the voluntary and 
governmental hospitals are compet- 
ing systems and that the voluntary 
hospitals possess merits that can 
never be more than an aspiration in 
the politically controlled govern- 
mental institutions. There is little 
that characterizes the good features 
in the services rendered by the aver- 
age voluntary hospital that the gov- 
ernmental institutions cannot rise to, 
and there are today many voluntary 
hospitals offering a brand of care 
far inferior to that which we expect 
of the tax-supported institution. 








Qualifications for Trusteeship 


ARTHUR C. BACHMEYER, M.D. 


HE hospital board should con- 

tain men and women of varied 
talents and abilities. Capital, labor, 
church, legal profession, school, civic 
clubs, each should contribute repre- 
sentatives to the board of a voluntary 
community hospital. 

The question is often raised as to 
whether or not physicians and espe- 
cially active members of the staff 
of a hospital should be members of 
the governing body. There can be no 
objection if a physician, retired or 
otherwise not in active practice, 
serves as trustee. Service by an active 
member of the staff frequently leads 
to difficulty. His colleagues may feel 
that he exerts undue influence in 
shaping professional policies or that 
his trustee position secures for him 
unusual privileges. Then there are 
the rather delicate questions as to 
whether or not his personal interests 
may not conflict with his duties as 
trustee or whether it might be said 
that he was deriving pecuniary gain 
from the office. 

Careful consideration should be 
given to the qualifications of every 
trustee. Personal friendship or the 
hope that through election to the 
board large benefactions may accrue 
to the hospital should never be a 


Doctor Bachmeyer is the administrator, Uni- 
versity of Chicago Clinics. From a speech at 
University of Minnesota Institute for Hospital 
Administrators, 1939. 
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guiding factor in the selection of a 
trustee. 

No one should be chosen for this 
position in a hospital unless he pos- 
sesses the following qualifications: 
(1) a genuine and abiding interest 
in the health and welfare of the com- 
munity; (2) the respect and confi- 
dence of his fellow citizens; (3) dem- 
onstrated ability through successful 
achievement in his major field of en- 
deavor; (4) tolerance of the opinions 
of others and the ability to deal fairly 
and justly with his fellow men; (5) 
willingness to inform himself con- 
cerning the ethics, principles and 
practices of the medical, nursing and 
allied professions, and (6) the ability 
and the will to give freely of his time 
and energy. 

It is not expected that the trustee, 
at least not at the beginning of his 
service, shall be informed concerning 
all the various facts of hospital oper- 
ation or competent in the details of 
administration of an institution of 
such peculiar complexity. It is to be 
expected, however, that he will apply 
the same intelligence and acumen to 
the problems of the hospital that he 
has applied in the pursuit of his 
major interests. It may also be ex- 
pected that he will evidence a desire 
to obtain a thorough knowledge and 
understanding of the fundamental 
principles of hospital operation. 


The board of trustees of the hos- 
pital has a dual function to perform. 
It receives money and property do- 
nated or bequeathed for a special 
purpose. It must conserve this capi- 
tal as a responsibility to those that 
gave it and must use it wisely and 
for the greatest possible benefit of 
those for whom it was intended. 

The functions of the board may be 
enumerated as follows: 

1. To formulate the policies, rules 
and regulations under which the hos- 
pital’s activities will be conducted. 

2. To set up a proper organization, 
administrative and professional, for 
the operation of the institution. 

3. To provide for competent ad- 
ministration. 

4. To develop and carry out a 
sound financial program in accord- 
ance with the wishes of the donors 
and the needs and economic abili- 
ties of the community. 

5. To see to it that high standards 
of professional service are maintained. 

6. To coordinate professional in- 
terests with the financial program so 
that there may be stability and pro- 
gressive growth in the development 
of the hospital. 

7. To consider the needs of the 
community and to join with other 
health and welfare agencies and en- 
deavors in planning to meet the 
needs that exist or may arise. 

8. To establish the best public re- 
lations possible, to integrate the hos- 
pital into the life of the community, 
to promote favorable public opinion 
and in all ways possible to develop 
the service of the institution. 
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Plant Operation 


More Heat 


N general, changes in boiler plant 
equipment should be undertaken 
only after a thorough study by a 
competent combustion engineer. In 
larger hospitals that consume a con- 
siderable tonnage of coal, the local 
fuel dealer can often obtain the serv- 
ice of one of the traveling engineers 
and fuel consultants maintained by 
the coal mining companies. Often 
a hospital trustee may be able to sup- 
ply free consultation from the engi- 
neering department of his industry. 
Even though free consultation is not 
available, any hospital spending 
$5000 or more annually for fuel can 
ill afford not to have combustion 
conditions checked by a consultant. 
A brief description of our situation 
at Albany Hospital may be of inter- 
est to others wishing to effect econ- 
omies on their coal bills. 

The boiler plant at Albany Hos- 
pital consists of three 250 h.p. water- 
tube boilers fired by type E, under- 
feed stokers. Forced draft is fur- 
nished by a steam driven fan oper- 
ated by variations of boiler steam 
pressure above or below normal. 
Water is delivered to the boilers by 
steam driven reciprocating pumps 
through preheaters at approximately 
200°F. and is measured through a 
meter. The coal is measured in 
weighed containers. 

When the survey was started no 
other measuring or automatic draft 
control devices were in use. Three 
boilers were operated in the winter 
and two in the summer. A quick 
calculation of the boiler horse power 
being developed disclosed the fact 
that two boilers in the winter, each 
one operating at from 70 to 100 per 
cent of full load, and one in the non- 
heating or light heating load months 
operating at from 50 to 105 per cent 
of the full load could easily meet all 
steam requirements. 

After this change, a check on CO, 
content of flue gas with the hand 


Mr. Jones is administrator of the Albany 
Hospital, Albany, N. Y. 
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at Less Cost 


gas analysis outfit disclosed only 
6 or 7 per cent of CO,. The stack 
temperature of from 450 to 550°F. 
was in line with good practice. A 
study of fuel bed distribution indi- 
cated that the stokers were feeding 
coal unevenly, thus causing large air 
holes in the fuel bed with resulting 
loss of efficiency. Stoker consultants 
were called in and with minor ad- 
justments and replacement of parts 
soon had the fuel bed evened out to 
prevent wasteful air holes. These 
changes brought the CO, content up 
to 9 to 11 per cent at times. Hand 
control of drafts, however, made 
even combustion impossible. 


EVERETT W. JONES 


Automatic draft control apparatus, 
draft indicators to measure draft 
under and over the fire and in the 
last flue pass, and flue gas tempera- 
ture recording meters were installed 
on all three boilers. One recording 
CO, meter was installed so that it 
could be connected to any one of the 
three boilers. 

Following these installations we 
concluded, after further study, that 
our particular operating furnace 
and boiler conditions were not suited 
to the type of coal we were using. 
Six types of coal with varying char- 
acteristics were given trial runs of 
two weeks each and results studied. 





Albany Hospital Steam Plant 


Report for Twenty-Four Hours Ending 8 a.m. 








A. Coal Data 

















I. Name mrconl mised |... .. <n ess cee emis es ... ERNST 

Dy ARIE MIRO COLMEMIOG 6.5 5c 5 6 os os oe vee heeds ec aes ees 11,500 

3. <ostimerimoet ton, 1-0. HOsD....... . 6.465. s cease eas 5.88 

B; SES INNCT AD WARW AON och oon asa k a nw cows doe sures 14,000 

B. Data From Charts (Twenty-Four Hour Average) 
Steam Feed Water Boiler 
On Line CO» Stack Temp. Pressure Temp. Rating 
1. Boiler 1 On 12144% 390° 105 Ib. 200° 250 
2. Boiler 2 Off 
3. Boiler 3 Off 
C. Computation of Fuel Cost per Thousand Pounds of Steam 

es Sia hn iia hk iS a.5 RI aw ea wo waa ea & RY Oo 11,500 
2. igen momiare correction of 3 per cont... eee cece eeeees 345 
Seep cel CUS Le UES 2) I a ee a an 11,155 
4. Water to boilers per wenturimeter.. ....... 6... cc ce cee cece ee eee eee eens 170,000 
5. Less venturi meter correction factor of 34 per cent .................2.2000005. 57,800 
6. Water after venturi meter correction (Item 4-Item 5).....................0... 112,200 
7. Less water temperature correction of 18 per cent .................-0.-000 eee ee 2,109 
8. Water before leakage, blowoff correction (Item 6-Item 7)...................... 110,091 
9. Less leakage, blowoff correction of 1 per cent................0...00 0.0 c eee ee 1,100 
10; Net water to boilers (Item S-Item 9)... .. 2... 5. ccc ce eee e eee wns 108,991 
11. Actual evaporation per pound of coal: 

Cotsen LOSS [eS en | eS eeeee teem element ead eae eee ee eee 9.47 
T]he bee ES 8 Da SUEUR RR at ge a 1.05 
13. Equivalent evaporation per pound of dry coal: 

Item 10 X Item 12 114,440 

or (108,991 < 1.05) = Be ice hlcr enh syn eayench et one el NO ete 
Item 3 11,155 
14. Boiler H. P. developed + Item 10 X Item 12 + 828 or 

CUS SOE SS LOSE RSS Se ee 138 
15. Per cent boiler rating + Item 14 + rating of boilers 

Rae RON OE EO Se BO on. nace ceca pci tee es eescesccesess.. SERB 
16. Efficiency from chart + Item 13 X 970.4 + Btu. per pound of dry coal 

Clee Oe Or i OOS em LS 0 (kd nae 71.11% 
17. Fuel cost per thousand pounds steam + cost of 2,000 pounds coal 

+ (2 X Item 11) or $5.88 per ton + (2 X9.47) = $5.88 + 18.94=........ $0.31 





The MODERN HOSPITAL 








. 








Vo 








WHY THESE 3 QUALITY SOAPS 
FIT EVERY HOSPITAL NEED 


ALL PATIENTS APPRECIATE PALMOLIVE— 
THE SOAP MADE WITH OLIVE OIL 


Palmolive is the world’s favorite 















toilet soap. Because it’s made with 
Olive and Palm Oils, its generous 
lather cleanses so thoroughly—is 
gentle and soothing to tender 
skins. Palmolive Soap is well 








suited to general hospital use. 
eet And, it costs you no more to use. 


ELIGHT MATERNITY PATIENTS WITH CASHMERE 
BOUQUET’S LINGERING FRAGRANCE 


Cashmere Bouquetisa grand soap 


















for maternity cases. Its rich, 
creamy lather and lovely, long- 
lasting fragrance leave patients 
feeling refreshed, comfortable. 
Furnish maternity patients with 
this famous toilet soap... you'll 


ees find they'll be delighted with it. ps 
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OLGATE’S FLOATING SOAP IS PURE, 
|, WHITE, QUICK-LATHERING (~ 


Se Colgate’s pure, white floating 





soap is unsurpassed in quality. It 
lathers quickly in hot or cold 
water, is always gentle to the skin, 
cleanses so thoroughly. Supply 
Colgate’s Floating Soap for your 





hospital...its economy . aie 
PLEASE YOUR PATIENTS, 
AND BUDGET WITH THESE SOAPS! 


Palmolive, Cashmere Bouquet and 


cies ating Soap meet every 
Colgate’s Floating every standard. 


A ital need .- - t 
C 0 ae T J as PA L M L | V F ieee of the volume in wake 
2 they are produced, these soaps usu 





will surprise you. 


» re- 
brands. Just ask your pees 
i rices on Si 
sentative for Pp : - 
quantities you need, or, if you pr 
fer, write to us direct. 


PEET COMPANY 


INDUSTRIAL DEPT. — JERSEY CITY, N. J. 
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To the experienced eye of the engineer, this chart indicates the exact tem- 
perature of the boiler stack over a period of twenty-four hours. Similar charts 
are kept on feed water temperature, steam pressure and water consumption. 
Graphs are also made to record the carbon dioxide content of the flue gas. 


We finally determined that coal of 
the following specifications was es- 
sential to efficient operation under 
our particular conditions. 


Volatile matter___.30 to 36 per cent 


Fixed carbon... 61 per cent 
es 75 to 8.5 per cent 
Sulphur 1 per cent 


Fusion tempera- 
ture of ash 2700 to 3000° F. 
Coking character- 
Se Rapid 


The approximate cost of this coal 
is $2.15 per ton F.O.B. the mine. The 
freight from Reynoldsville district is 
$2.91 per ton and trucking costs are 
$0.65, making a total cost of $5.71 
per ton. 

We recognize that this is a very 
high grade coal which, under condi- 
tions other than ours, might not be 
practical or economical. Only care- 
fully controlled tests can determine 
what type of coal is best suited to a 
particular situation. We now hold 
from 11 to 13 per cent CO, regularly 
twenty-four hours a day. 


Since these changes have now been 
in operation for about two years we 
have sufficient operating data to give 
accurate cost reduction figures. 

Following is a summary of ex- 
penses and savings. 

1. In February 1935, three draft 
gauges were purchased at a cost of 
$100 each. The advantages of draft 
gauges are: (1) they enable the en- 
gineer to make observations of cor- 
rect draft at various fuel beds and 
to ensure over all efficiency condi- 
tions; (2) excessive air leaks in boiler 
settings are promptly reflected on the 
draft gauge; (3) the gauge materi- 
ally lessens the dependence on vary- 
ing human judgments and allows for 
standardization of efficient draft 
conditions, and (4) guesswork on the 
part of the fireman is eliminated and 
poor combustion conditions in the 
furnace show up in the draft gauge 
several minutes before they appear 
on the CO, meter and steam pressure 
gauge. 

2. A little later in the same month 
three balanced draft pressure regula- 


tors were purchased at a cost of $200 
each. Balanced draft is a simple plan 
of combustion and boiler control 
which automatically makes the ad- 
justments needed to maintain the 
highest efficiency in burning fuel. 

Changes in rate of combustion 
produce more or less gas which, with- 
out adjustment of the damper, causes 
varying and improper pressures 
above the fire. With balanced draft, 
the slightest change in furnace pres- 
sure motivates the regulator and the 
damper is automatically moved just 
enough to restore the correct pres- 
sure. 

3. During the same period a CO, 
meter was purchased at a cost of 
$347.80. Excess air is the principal 
reason for the major losses in burning 
fuel and the percentage of carbon 
dioxide in the flue gases is a direct 
measure of the amount of excess air 
and gives a good measure of the per- 
centage of fuel wasted. 

It must be realized that the highest 
combustion efficiency is reached 
when complete combustion is ob- 
tained with a minimum of air sup- 
plied. 

Air contains 20.7 per cent oxygen 
and it is this oxygen combining 
chemically with the carbon in fuel 
which we call combustion. Perfect 
combustion of pure carbon would 
produce 20.7 per cent CO, in the 
waste gases. The use of twice as 
much air as theoretically required, 
100 per cent excess air, would mean 
half as much CO, or 10.3 per cent. 
Some excess air has to be used to 
make sure that every particle of 
carbon gets sufficient oxygen. In 
burning coal on a grate about 40 per 
cent excess air is required for best 
results and this corresponds to 15 
per cent CQ. 

From 12 per cent to 15 per cent 
CO, indicates good combustion eff- 
ciency with all ordinary fuels except 
natural gas. Ten per cent CO, is 
good practice for natural gas. If it 
can be maintained between 12 per 
cent and 15 per cent, little fuel will 
be wasted. 

4. The next year a portable flue 
gas analyzer was purchased at a 
cost of $50. This outfit is used to 
make regular monthly checks on the 
accuracy of the automatic recording 
meters. Since a great deal of de- 
pendence for indication of efficient 
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0 maintain up-to-date clinical records. . 
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representative will gladly send or bring you information 
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... To keep daily records on hundreds of 
patients is a big and important clerical 
task. But more important... data must 
be accurate .. . and reports must be made 
available promptly! 

Today’s modern hospitals depend on 
Dictaphone to relieve the intense pres- 
sure and volume of this work. It is always 
ready—day and night—to take down es- 
sential facts while they’re still fresh in 
mind! There’s no waiting for stenograph- 
ers—no hasty longhand notes—no need 
for the dictator to accommodate himself 
to the stenographer’s time. 

Dictaphone’s 24-hour availability lit- 
erally doubles the ability of the staff to 
get vital work done... from the execu- 
tive offices down through medical staff 
members, internes, nurses and research 
laboratories. 

Dictaphone never goes “off duty”! 


Sg SS SSSR SSS SSS TSH eT SS SSS eS SS SS we ew 
MH-3 
Dictaphone Corporation, 420 Lexington Ave., N. Y. CG. 
In Canada—Dictaphone Corporation, Ltd. 
86 Richmond Street, West, Toronto 


(J 1 should like to talk with someone about the loan of a Dictaphone 
at no expense to me. 


_] I should like to know about how hospitals are now using Dictaphone. 


PO 6g nee Soe aEEEERSRORETER OUR OS SOREN SKE GREECE ESSERE 
POE he oso ected < hd eWaaB Uaioe ele Nols eRe Re OSHS Lene . 
Address...... 


The word DICTAPHONE is the Registered Trade-Mark of Dictaphone Corporation, 
Makers of Dictating Machines and Accessories to which said Trade-Mark is Applied. 
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combustion conditions is put on the 
CO, meter, this instrument’s accu- 
racy should be checked at least once 
a month. 

5. Three flue gas recording ther- 
mometers also were purchased at 
a total cost of $233.89. Obviously, 
the more heat of combustion utilized 
for heating water to produce steam 
and the less escaping up the smoke- 
stack the more efficient is the use of 
fuel. Stack temperature records pro- 
vide a sure check of performance. 

For example, if the tubes are heav- 
ily coated with scale on one side and 
with soot on the other, the passage 
of heat through the tubes into the 
water will be retarded. This means 
ineficient heat transfer and, there- 
fore, an increase in heat going out 
with the flue gases and up the stack. 
Recording thermometers will indi- 
cate such a condition at once. 

The cost of this apparatus was 


$1540.55 and installation, stoker re- 
pair and test costs amounted to $2000, 
making a grand total of $3540.55. 
The savings effected by these 
changes in the boiler plant are indi- 
cated in the accompanying table 
showing coal consumption from 


1934 to 1938. 


Coal Consumption 











Year Tons Cost 
1934 4383 $25,303.42! 
1935 4418 25,222.86! 
1936 4254 24,617.60? 
1937 3745 21,636.80 
1938 19,800.00 


Saving—1938 over 1934—$5,503.42 
1 Before boiler changes. 
2 During boiler changes. 





During 1935 and 1936 we opened 
up three large additional areas in the 
hospital and medical college which 
had to be heated, adding about 15 


per cent to our steam load. 





In Case of Fire— 


PROBLEM that is of great im- 

portance to hospitals and one 
that should be given serious consid- 
eration is the danger of fire. This 
is especially important when we 
realize that many patients are unable 
to care for themselves. 

Of the many fire hazards to be 
guarded against in a hospital one of 
the most dangerous is smoking. 
Everyone is familiar with the dan- 
gers of smoking in bed and the many 
disasters that have resulted from this 
habit. Smoking signs are usually 
posted throughout the building, but 
little attention is given them — not 
nearly enough when we consider 
that 90 per cent of hospital fires are 
caused by careless smokers. It 
seems that no matter how hard ofh- 
cials of hospitals try to enforce the 
no-smoking rule there is always 
someone to break it. This number 
has increased greatly with the in- 
crease in the number of women 
smoking. Smoking rooms for em- 
ployes are worth considering. 


The author is chief engineer at Wisconsin 
General Hospital, Madison, Wis. 
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OSCAR E. OLSON 


Electricity is another cause of many 
fires. Care should be taken not to 
overload circuits which would cause 
overheating and circuits should not 
be fused too heavily. Extension cords 
should never be used unless it is abso- 
lutely necessary, and then they should 
be made of reenforced rubber. Old 
cords need to be watched for wear 
and injury and upon signs of either 
should be taken out of service im- 
mediately. Lamps on extension cords 
should be protected by wire guards 
and insulated handles. Care should 
be taken to keep all incandescent 
lamps away from combustible ma- 
terial. All electrical appliances should 
be carefully watched and upon the 
first sign of trouble should be taken 
out of service, checked and repaired. 

In operating rooms in which in- 
flammable gases may be present, 
mercury break switches should be 
used; motors should be of the ex- 
plosion-proof type, and incandescent 
light bulbs should be in vapor-proof 
fittings. - 

In connection with the dispensary, 
there should be a vented vault in 


which all inflammables may be kept. 
This vault should be protected by a 
fixed carbon dioxide system large 
enough to take care of the vault. 
The pipe carrying the CO, from the 
drums is usually piped around the 
room with discharge horns spaced 
according to the size of the vault. 
The vault has a rate of rise control 
which, when the temperature rises 
15° F., will automatically open valves 
carrying CO, into the vault where its 
effectiveness in cutting off free oxy- 
gen to the burning surface will dis- 
continue the spread of the flame. 

Oxygen chambers and tents should 
be given constant attention while 
they are in use, owing to the extreme- 
ly rapid combustion that takes place 
in an oxygen atmosphere. Special 
precautions should be taken against 
smoking. No electrical appliances 
such as heating pads should be used, 
and no oil, alcohol or any substance 
that will ignite readily should be 
used for rubbing the patients when 
oxygen is being administered. 

Tetrachloride extinguishers should 
not be used in an oxygen chamber or 
tent or on an oxygen fire. Tetra- 
chloride in contact with oxygen will 
generate phosgene gas, which will 
endanger life by phosgene poisoning. 
Tetrachloride also reacts with water 
vapor to form phosgene gas. 

Housekeeping has a direct bearing 
on fire hazards. Débris should not 
be allowed to accumulate in attics 
and basements, neither of which 
should ever be used for storage of 
rubbish or old furniture. Both attic 
and basement areas should be kept 
free of rubbish or combustible ma- 
terials. Metal receptacles should be 
located in convenient places for 
rubbish and paper. 

Practically every fire can be ex- 
tinguished within the first five min- 
utes if proper equipment is brought 
into use. This should be done by 
someone who is properly trained in 
the use of fire fighting equipment. 
Water protection is usually supplied 
from the city water mains that sup- 
ply water to from 2 to 4 inch stand 
pipes so located as to be available to 
all parts of the building. Connec- 
tions are made by a valve and, as a 
rule, from 50 to 100 feet of hose is 
located on each floor, spaced so as to 
reach any part of the floor. All hose 
should be examined and tested an- 
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White Memorial Hospital 
Uses Celotex Traffic Top for 
Beautiful Promenade Deck 


ee 

Get outdoors all you can,” doctors 
often say to convalescents—and White 
Memorial Hospital in Los Angeles 
now makes it easy for patients to obey 
the doctor’s orders. The scenery is 
California’s, but the beautiful prome- 


nade deck is Celotex Traffic Top roof 
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surfacing—the new material which 
quickly transforms old or new flat 
roof areas into inviting outdoor re- 
covery spaces! 


This new product is Celotex Cane 
Fibre Board thoroughly impregnated 
with selected bitumens. It is available 
in attractive red, green, or black, and is 
impervious to weather—resilient under 
foot. It deadens sound transmission to 
floors below, protects built-up roofing 
from blistering sun rays, adds less 


weight than ordinary slag or gravel 
surfacing. No projections or crevices 
to trip patients or attendants. Wheel 
chair traffic is smooth and easy. 
Celotex Traffic Top material passes 
firebrand tests, and is proofed against 
termites and dry rot by the exclusive, 
patented Ferox Process. Mail the cou- 


pon for complete information. 
The word Celotex is a brand name identifying 
a group of products marketed by The Celotex 


Corporation and is protected as a trade-mark 
shown elsewhere in this advertisement. 


Copyright 1939, The Celotex Corporation 
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THE CELOTEX CORPORATION MH 4-39 : 
g 219N. Michigan Ave., Chicago, III. a 
- Please send complete information on Celotex Traffic Top product. : 
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Instructions in Case of 


FIRE 


It is your duty to know the location of fire hazards, fire extin- 
guishers, fire hose, fire escapes and all means of exit in the 
department where you are on duty. 


IN CASE OF FIRE 


Keep a cool head. 


Close windows and doors of the room in which the fire 


is found. 


floor and room number while you— 

Use fire extinguisher conveniently hung on wall— 

a. For ordinary fire use soda acid type (large 2!/, gal- 
lon) extinguisher. Never use soda acid type extin- 
guisher on electrical fire. 

b. For electrical fire use carbon tetrachloride extin- 
guisher (small 1 quart hand pump type). 

c. Read directions on all types of extinguishers and be- 
come familiar with their use. 

5. If fire has gained headway or extinguisher fails, use fire 
hose. Caution: Always unroll hose completely before 
turning on water, which should be done gradually. 


lL. 
m 
3. Have someone notify the telephone operator, giving 
4, 





nually. After being tested the hose 
should be hung up to drain and dry 
before it is placed back on the hose 
rack. 

The automatic sprinkler system is 
considered the most important of 
all fire extinguishing apparatus. 
Many hospitals object to the sprin- 
kler in wards and rooms because they 
believe that premature opening of a 
sprinkler head may have a bad ef- 
fect on the patient. Many hospitals 
have sprinkler systems in basements 
and halls as well as in stairways and 
attics. All sprinkler systems should 
have an automatic alarm which op- 
erates by the flow of the water. Such 
an alarm will give prompt notice of 
the operation of the sprinkler, should 
there be a fire or a leak from any 
cause. If there is an automatic call 
system in the building it is possible 
to have it wired to give the alarm 
over the call stations. 

First aid extinguishers and hand 
extinguishers are easily maintained 
and always ready for an emergency. 
These extinguishers throw a stream 
containing a gas that has exceptional 
fire extinguishing qualities. There 
are several types of portable fire ex- 
tinguishers, the most notable of 
which use as the extinguishing agent 
a soda and acid solution, foam solu- 


84 


tion and tetrachloride. The soda 
acid extinguisher uses a mixture of 
bicarbonate of soda and _ sulphuric 
acid and water, the amount of each 
depending upon the size of the ex- 
tinguisher. This type of extinguisher 
can be used on free burning fires 
where there is much draft and on 
wood or textile fires. 

Chemicals used in the foam ex- 
tinguisher are bicarbonate of soda 
and a foam producing agent dis- 
solved in water for the outer com- 
partment. Aluminum sulphate dis- 
solved in water is used for the inner 
cylinder. Foam extinguishers are 
effective on fires of flammable 
liquids, greases, wood, paper, tex- 
tiles and rubbish. Carbon tetra- 
chloride extinguishers are of partic- 
ular value for electrical fires as 
carbon tetrachloride is a nonconduc- 
tor of electricity. They may also be 
used on oils, grease and ordinary 
combustible materials, such as wood, 
paper and rubbish. Care should be 
taken to air small rooms immediately 
after using a carbon tetrachloride 
extinguisher. 

Carbon dioxide, a free gas pro- 
duced when the liquid is released 
from the extinguisher, is the best 
available for electrical equipment 
fires and may also be used for oils, 


grease, rubbish, textiles, wood and 
paper. 

Maintenance of extinguishers 
should be the responsibility of a re- 
liable man who will keep them re- 
charged and ready for use when an 
emergency develops. Extinguishers 
should be examined frequently to 
make sure that they have not been 
tampered with. They should be re- 
charged at regular intervals. Each 
extinguisher should have attached to 
it a tag bearing the initials of the 
person who made the check and 
refill; this tag will show when it was 
last recharged. 

Meetings should be held annually 
for all employes, grouping them into 
separate sections for nurses, attend- 
ants and others, at which fire haz- 
ards are pointed out and _ various 
types of extinguishers are explained 
and demonstrated. In this way em- 
ployes will become familiar with 
locations of fire exits and will be pre- 
pared to meet any emergency that 
might arise. 

At the Wisconsin General Hospi- 
tal cards are posted near each ex- 
tinguisher throughout the various 
buildings, bearing explicit instruc- 
tions. 





Lining Hot Water Tanks 


The preservation of hot water 
tanks against corrosion has always 
been a difficult problem. This can 
be overcome by using a pipelining 
cement. 

The cement should be mixed with 
water only to a paste suitable for 
application with a plastering trowel. 
The tank must, of course, be cleaned 
thoroughly first. The cement should 
not be worked too much with the 
trowel. It should be put on from 
14 to % inch thick. Drafts or ventila- 
tions that will retard the drying 
should be prevented. When the in- 
terior of the tank is covered, the 
opening is closed to retain the mois- 
ture when drying. 

After drying for forty-eight hours 
the tank should be filled with hot 
water or steam at 212°F. and kept 
filled for from twenty-four to forty- 
eight hours at which time the tank is 
ready for use—W1u1aM B. Taxsot, 
M.D., superintendent, and Lorenz A. 
Westvic, chief engineer, New York 
Post-Graduate Hospital. 
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Prescribe Baxter’s...and have more 
time for other important duties 


The infusion of dextrose and saline solutions 
need not be a problem. Baxter’s give you 
solutions that are safe and pure and sterile 
...in the handy Vacoliter . . . always ready 

. swiftly administered. 

You can enjoy a new and satisfying con- 
ception of intravenous routine with these 
solutions. Your mind can be at rest about 
their safety when you use them. 

Baxter’s Dextrose and Saline Solutions 


are packed in vacuum. They are protected 


by a tamper-proof seal to guard against con- 
tamination. These protective measures 
maintain the tested laboratory purity so 
that they reach the veins of your patients 
as pure, as sterile, as safe as the day they 
were made. 

Thus Baxter’s Intravenous Solutions in 
Vacoliters can simplify your intravenous 
routine... leave you free to solve other 
important problems. 


Start to use Baxter’s today. 








The fine product of 
BAXTER LABORATORIES 
GLENVIEW, ILL., COLLEGE POINT, N. Y., GLENDALE, CAL., TORONTO, CANADA, LONDON, ENGLAND : 


Produced and Distributed on the Pacific Coast by Don Baxter, Inc., Glendale, California 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


Chicago « New York 
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Housekeeping 


CONDUC LED . 2a. 


DORIS DUNGAN 





Care of Floors for Safety 


WILLIAM E. P. COLLINS 


UCH thought is being given 

to the care and maintenance 
of floors and other walkway surfaces 
in hospitals. The trend is toward 
charging the housekeeping depart- 
ment not only with the cost of the 
labor and materials that are necessary 
for the care of walkway surfaces but 
also with the appalling cost of com- 
pensation and liability insurance that 
is demanded because of the large 
number of slips and falls that occur 
daily in our institutions. Most of 
these falls, which cause untold suffer- 
ing to employes, patients and visitors, 
need never have occurred if proper 
precautions had been taken. 

The accompanying analysis of ac- 
cidents reported by five hospitals in 
the New York metropolitan area re- 
veals the importance of maintaining 
floors with products that render the 
surface nonslip. 

This analysis reveals the reason for 
mounting insurance rates but leaves 
to the imagination the bruises, frac- 
tures, concussions and even deaths 
that employes, patients and _ visitors 
have suffered. 

This suffering and excessive cost 
can be materially reduced with little 
effort. Products are on the market 
today that are manufactured ex- 
pressly to render floors and other 
walkway surfaces absolutely nonslip. 
They have all the other qualifications 
that the most exacting housekeeper 
would demand. 

The Greater New York Hospital 
Association has formed a safety con- 
ference that is making an exhaustive 
study of hospital accidents and meth- 
ods of accident prevention. These 
methods are being made known to 
every hospital administrator, director 
of nursing, housekeeper and engi- 
neer in the association. 


Mr. Collins is assistant superintendent of 
Lenox Hill Hospital, New York. 


This study of floor and_ other 
walkway surface maintenance in 
hospitals has revealed a deplorable 
lack of knowledge of the composi- 
tion of the various types of floors on 
which we walk daily. What is more 
deplorable is the lack of knowledge 
of those products in everyday use 
that are causing destruction to floors 
that cost thousands of dollars to in- 
stall and additional thousands to 
repair, if repair is possible. The 
mere fact that a person assumes the 
position of institutional housekeeper 
obligates her to preserve the institu- 
tion’s floors and not to destroy them 
by using harmful products. 

It is not uncommon, upon inspec- 
tion, to find rigid floors, such as ter- 
razzo, cement, marble, travertine and 
tile, well on their way to ruin be- 
cause of the persistent use of some 
cleansing preparation that is not 
wisely selected. Sometimes the solu- 
tion will settle into the pores of the 
floor but, upon dry mopping, the 
water evaporates, leaving a small 
crystal in each pore. With each 
cleaning the process is repeated and 
the crystals get larger and larger. 
They melt and solidify again, which 
is the equivalent of thawing and 
freezing, only far worse. The U. S. 
Bureau of Standards reports that the 
pressure exerted is seven times as 
great as the freezing of ice. The 
floor actually crumbles, cracks and 
powders away from an action that 


is the equivalent of chemical freez- 
ing. This is why so many rigid 
floors become rougher and harder to 
sweep each year and consequently 
look dirty and ill-kept. 

Why must these cleaning materials 
be used? Because they are cheap in 
price? They are the most expensive 
materials for hospital floor mainte- 
nance on the market today. 

For example, we still insist on the 
use of heavy and light soaps for 
mopping rigid floors and in many 
institutions ill advised persons are 
even using soap products on rubber, 
asphalt and mastic tile floorings, not- 
withstanding the repeated warnings 
of manufacturers and other agen- 
cies. Soaps are exceptionally difficult 
to rinse and have a tendency to build 
up a slippery film that causes dirt 
to adhere, makes the surface difficult 
to sweep and increases the hazard to 
life and limb. 

As a result of experiments, it has 
been proved that it is nearly 25 per 
cent more expensive to maintain 
rigid floors by mopping them with 
soap products than by the use of 
newer technic and newer products. 

The newer method is well worth 
serious comparison with the house- 
keeper’s present method, particular 
attention being paid to the number 
of porters required to maintain a 
given area, the amount of material 
used, the number of operations re- 
quired, the freedom of the floor 
from dirt-adhering film and the gen- 
eral appearance. The method con- 


Analysis of Falls, Reported by Five Hospitals in Metropolitan Area 








Accidents to Employes 


Accidents to Public 














Total Number Per Cent Total Number Per Cent 
Hospital Accidents of Falls of Falls Accidents of Falls of Falls 
1 117 14 13.6 13 10 76.9 
2 137 27 19.7 155 87 56. 1 
3 49 6 12.2 23 15 65.2 
4 142 30 21.1 41 19 46.3 
5 ae ei 24 12 50. 
Totals 445 77 17.3 256 143 55.8 
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CANNED FOODS FOR INFANT AND 
EARLY CHILD FEEDING 


@ Milk is the basic article in the diet of the 
infant and young child. Breast milk is pre- 
ferred for infant feeding. However, circum- 
stances commonly require that other types 
of milk, properly formulated and supple- 
mented, must be used. 


Because of the wide range of digestive 
tolerance possessed by most infants the 
various types of formulas used routinely are 
usually tolerated by the majority of infants. 
But, in any group of infants started on a 
specific formula, there is always a certain 
number of “non-conformists.” A recent 
study(1) has rationalized the problem of 
infant feeding by formula in the following 
statement: 


“More stress has been placed upon the 
various milks and their properties than 
on infants and their tolerance. Nutri- 
tional research has advanced sufficiently 
to adapt effectively the required type of 
milk to the individual infant rather than 
the infant to the milk.” 


Thus has been aptly expressed the trend in 
modern pediatrics towards the use of “‘in- 
dividualized” rather than standardized 
formulas. 


Because of many desirable properties such 
as its uniformity in composition and its 
physical properties after homogenization 
and heating—as well as its ready availability 
and economy—canned evaporated milk has 


been successfully used for many years in 
infant feeding. The value of such milk in 
some instances where individualized feed- 
ing is required has also been clearly in- 


dicated(1). 


There appears to be no uniform agreement 
among pediatricians as to the exact time of 
life when other foods should be added to the 
milk diet. Nevertheless, it is agreed that 
early but judicious addition of properly pre- 
pared soups, cereals, fruits and vegetables 
is extremely desirable to increase mineral 
and vitamin intake and to improve gastro- 
intestinal motility. The psychological value 
of the early addition of a variety of foods in 
the formation of proper dietary habits in 
later childhood is also recognized. 


When other foods are to be added to the 
exclusive milk diet attention might well be 
directed to the long list of specially pre- 
pared canned infant foods. Such foods 
manufactured by closely controlled proce- 
dures from selected raw materials include a 
full line of soups, cereals, fruits, vegetables, 
and many food combinations. 


The nutritive values of these canned infant 
foods have been established not only by 
studies in the laboratory(2), but also by 
clinical researches(3, 4). Such foods—to- 
gether with canned evaporated milk—pro- 
vide reliable, economical and convenient 
means for formulation of diets for early 
child or infant feeding. 


AMERICAN CAN COMPANY 


230 Park Avenue, New York, N. Y. 


(1) 1937. Am. J. Digestive Diseases 
Nutr. 4, 240. 
(2)a. 1933 J. Am. Diet. Assn. 9, 295. 
b. 1934. J. Nutrition 8, 449. 


(2)c 1936. Ibid. 12, 405. 
d. 1936. J. Am. Diet. Assn. 12, 231. 
(3) 1932. J. Pediatrics 1, 749. 
(4) 1938. Am. J. Diseases Children 55, 1158, 
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We want to make this series valuable to you, so we ask your help. Will you _ MEDICAL 

tell us on a post card addressed to the American Can Company, New York, ~ 

i. Fee ame fomnijuete anon — of 8 perro toyout The Seal of heen denotes that 
Your suggestions will determine the subject matter of future articles. Thisis 11... statements in this advertisement 
the forty-seventh in a series, which summarize, for your convenience, the con- are acceptable to the Council on Foods 
clusions about canned foods reached by authorities in nutritional research. of the American Medical Association. 
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sists of sweeping with a cotton-wick 
push mop, a much less expensive 
article than a hair bristle push 
brush which merely rolls the grainy 
dirt while the bristles fan the fine 
particles into the air. A_ nonslip 
organic detergent cleanser that re- 
quires no rinsing is used for mop- 
ping. This washing action is the 
opposite of the action of soap prod- 
ucts in that the dirt is suspended in 
the solution, not combined with it. 
A rinsing operation is unnecessary 
when such a product is used. It is 
necessary only to mop the floor dry 
and it is at once ready for traffic. 


A simple procedure for testing a 
product to be used on an asphalt 
tile floor is to moisten a white cloth 
with the preparation and to rub it 
over the surface of one tile. If the 
color of the tile shows on the cloth, 
it indicates that the solvent in the 
preparation has dissolved a part of 
the surface of the tile. This shows 
conclusively that the preparation 
would be unsafe. 

There is a decided tendency in new 
hospital construction to install more 
of the resilient types of floors than 
formerly. It, therefore, becomes in- 
cumbent upon the housekeeper to 





Housekeepers and department heads should constantly bear in 
mind the 10 most frequent causes of hospital floor accidents: (1) 
water on the floor; (2) flower petals on the floor; (3) improper mate- 
rials used for maintenance, and overwaxing; (4) corridor obstruc- 
tion; (5) running in corridors; (6) types of shoes worn by employes; 
(7) lack of special facilities during inclement weather; (8) poor 


lighting; (9) improper leveling of elevators; (10) defective floors 





Resilient floor coverings, such as 
linoleum, rubber tile, mastic, asphalt 
tile and the like, will not stand abuse. 
Many substances in daily use in our 
hospitals are ruinous to resilient 
floors. Water is one such substance. 
Resilient floors are cemented to a 
cement subflooring with an adhesive 
that is not in all cases waterproof. 
Using too much water in a mopping 
operation permits water to seep 
through, loosening the covering from 
the subfloor and, in the case of lino- 
leum, causing the burlap backing to 
mildew and to rot. 

The use of strong soaps will cause 
linoleum to dry out, harden and 
crack and will cause multi-colored 
rubber tile to “bleed.” The utmost 
care should be exercised in selecting 
a polishing material. Oils, greases, 
alcohol and products containing 
abrasives are detrimental to resilient 
floor coverings. Soaps have a tend- 
ency to soften rubber floors and 
should be avoided. Hot water or 
excessive amounts of water should 
not be used when cleaning floors. 
Rubber floors should not be var- 
nished. A product that gives a non- 
elastic seal on rubber floors will have 
a tendency to buckle the rubber 
tiling. 


study more thoroughly the composi- 
tion of such floors and safe cleaning 
products to be used on them. There 
are products on the market today 
that have proved their worth far be- 
yond the experimental stage, that 
repel water and that render a floor 
absolutely nonslip. Moreover, they 
do not shorten the life of the floor 
or ruin its appearance. They make 
maintenance simple and economical. 
When such products have been ap- 
plied, it is necessary merely to sweep 
with a cotton-wick dust mop, damp- 
mop the surface with a mop wrung 
out in cold water and then buff. The 
procedure lends itself to real speed 
and decided economy in maintain- 
ing private rooms and wards, as both 
must be prepared for new patients as 
quickly as possible. 

Every housekeeper wants the floors 
to be thoroughly clean, to have a 
high luster and to be repellent to the 
various liquids that are spilled on 
them. She is embarrassed when a 
person slips and falls on a floor under 
her charge, realizing full well the 
suffering caused by these accidents. 
Yet in many hospitals, the house- 
keepers are at their wit’s end to know 
how to prevent such accidents and 
still have the floors in good condition. 


If a floor is maintained in a non- 
slip condition, the first step toward 
preventing a great many accidents 
has been taken. 





HOUSEKEEPER’S CORNER 





© A new cleaner that contains neither 
acid, nor caustic nor abrasive and will 
not harm paint or varnish is being 
placed on the market for hospitals, 
This cleaner is easy to use, for it re- 
quires almost no rubbing and, follow- 
ing application, the surface needs only 
to be wiped off with a damp cloth. It 
also contains an antiseptic that makes 
it particularly valuable in cleaning iso- 
lation rooms and wards. 


® Staff meetings play an important 
part in the housekeeping routine at 
Columbia - Presbyterian Hospital in 
New York. The first thing every morn- 
ing, Mrs. A. R. Maloney meets with 
her six assistants, each of whom is re- 
sponsible for one of the hospital units 
in the great medical center. Problems 
of the previous day are gone over care- 
fully and plans made for the day ahead. 
Sometimes it is a personnel problem 
that engages the attention of all; an- 
other time, discussion centers on vaca- 
tion schedules. 

Once a month, Mrs. Maloney meets 
with her entire organization, 153 in all. 
On these occasions, with the assistance 
of her executive staff, matters are taken 
up that have a direct bearing upon 
every man and woman. Personal ap- 
pearance is frequently considered, as 
are conduct during working hours and 
efficiency in the handling of specific 
types of work. 

Whenever the housekeeper deems it 
necessary, certain classes of workers are 
invited to meet with her to go over 
their particular problems. Maids in the 
private pavilion, for example, are care- 
fully schooled. New members of the 
organization are taught how to enter a 
room and how to dispatch their tasks 
as quickly and efficiently as possible 
with the least annoyance to the patient. 

“The patient is likely to be sensitive,” 
Mrs. Maloney explains, “and will some- 
times complain, for no apparent reason, 
about a worker who has a fine record. 
We lose no time in substituting some- 
one else. The patient must be pleased.” 

Mrs. Maloney’s greatest difficulty 
right now is keeping her staff intact, 
once she has it thoroughly trained. So 
successfully does she educate her maids 
in hospital procedure that they are 
snatched from beneath her very eyes 
and elevated to the ranks of nurses’ 


helpers. 
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We introduce an Adventuress! 


— meet Miss Nan Gurney, a pioneer user of Birds 
Eye Foods back in the not-so-far-distant days when 
frosted foods were an adventure. 

Eight years ago, Miss Gurney came down from Boston 
to act as Stewardess in an exclusive Manhattan club. Be- 
hind her was a twelve-year reputation as proprietor of one 
of Boston’s most popular and successful restaurants, 
‘‘Nan’s Kitchen.”’ 

But let’s hear Miss Gurney tell about it: 

‘In the new place, as in Boston, my slogan was — 
‘Nothing but the freshest and best.’ So when your 
first missionary salesman came eight years ago with 
the then brand-new idea of quick-frozen vegetables, 
my answer was definitely ‘No!’ I remember saying, ‘I’m 
sorry, but these ladies would never accept anything 
but garden-fresh vegetables. However, I’m curious and 
shall be glad to try a sample just for fun!’ 

‘But when he called a few days later, the reception 
was different! Believe it or not, I was just as enthusias- 
tic as I had been doubtful! I said to a very startled man, 
‘Why, those peas were exactly as though they were 
picked that very morning! They were perfect in quality, 
freshness, and color. And when you consider the labor 
saved in shelling time, they are actually cheaper than 
the quality of fresh I’ve been accustomed to buying!’ 

‘That was eight years ago. I introduced and continu- 
ally used Birds Eye Foods in that club with complete 
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success. Five years later I opened my own place in 

Flushing. And, naturally, I’ve kept right on using 

them. Because high quality and absolute uniformity in 

my opinion are indispensable to success in the restau- 
rant business. That quality and uniformity can be found 
nowhere as in Birds Eye Frosted Foods!”’ 

A vote of thanks to Miss Gurney. And, reader, if you 
don’t already use Birds Eye Frosted Foods, how about 
stirring up your own pioneer blood? There are 30 different 
kinds of fruits and vegetables to choose from. We warrant 
you'll be glad you tried them. 





This month try 
BIRDS EYE ASPARAGUS! 


Tender, flavorful Birds Eye Asparagus comes in 40-oz. cartons all 
ready to cook, in 4 styles, at 4 price levels. 
TINY TIPS .« «0% + + average 150 tips 
MEDIUM TIPS ... + . average 100 tips 
JUMBO TIPS .... + + average 60 tips 
ASPARAGUS CUTS . - . all green 


BIRDS EYE 





FROSTED FOODS SALES CORP. 
250 Park Avenue, New York City 
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New Kitchens for State Hosprtals 





Kettles, steamers and ranges are brought together into the center of 
_ the length of the new kitchen with the ventilating hoods above them. 


AS IMPORTANT part of the 
extensive program of rehabili- 
tation carried out in the four mental 
hospitals in Missouri was the con- 
struction of new kitchens and pa- 
tients’ cafeterias. It was felt that 
cafeterias would offer the advantages 
of cutting down food waste, of serv- 
ing hot food to the patients and of 
allowing them to select their own 
food. The therapeutic effect on the 
patients of dressing for meals, eat- 
ing in dining rooms where both 
sexes are served and carrying their 
trays to and from the tables was 
also a deciding factor. 

At the Fulton state hospital it was 
necessary to construct an entirely 
new kitchen building. This and the 
cafeteria for patients were placed 
to the rear of the existing kitchen 


building so that it might be kept in 
operation while the new one was 
under construction. The new kitchen 
at this institution is typical of all 
those constructed under this pro- 
gram. The kettles, steamers and 
ranges are brought together into the 
center of the length of the room 
with the ventilating hoods above 
them. Gas ranges are used in all of 
the new kitchens. Bains-Marie and 
work tables are placed at the sides 
of these central kitchen units. 

At one side of the kitchen are 
located the butcher shop and the 
vegetable preparation room, which 
open directly into the meat and vege- 
table refrigerating rooms, respec- 
tively. A corridor between these 
rooms leads to the other refrigerated 
rooms and to the refrigerated spaces 


L. R. BOWEN 


in the basement. As in all of the 
kitchens, a special refrigerated room 
is provided for the reception and 
holding of garbage until it can be 
moved. 

On the opposite side of the kitchen 
is the diet kitchen, which in turn 
connects with the dietitian’s office. 
The corridor on this side of the 
room leads to the receiving room. 
The main kitchen space and receiv- 
ing room connect with a freight 
elevator leading to the storage rooms 
in the basement, to the second floor 
and to the rear of the stage of the 
auditorium. 

For this kitchen and for all others 
constructed under this program, 
shower baths and locker rooms have 
been provided so that a bath and 
change of clothing may be had each 
day by everyone working in the 
kitchen. 

One end of the kitchen opens on to 
the service kitchen space from which 
food is passed to the attendants be- 
hind the cafeteria counters in the 
adjoining patients’ cafeteria. Two 
cafeteria counters, one for each sex, 
are provided in the patients’ cafe- 
teria. Assuming that ten patients 
per minute pass the cafeteria counter 
and that the longest time required 
by any one of them for eating is 
twenty minutes, seating space for 
200 people is all that is required for 
each cafeteria counter. Approxi- 
mately 12 square feet of space has 
been allowed for the seating of pa- 
tients, in addition to the central aisle 
between the men’s and women’s sec- 
tions and the area behind the railings 
leading to the cafeteria counters. At 
this institution the cafeteria room is 


90 by 70 feet. 


The author was supervising architect of the 
Bipartisan Advisory Board, Missouri State Build- 
ing Commission. 
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Opposite the kitchen end is the 
soiled dish room, to which the pa- 
tients bring their trays after leaving 
the cafeteria. From this space, the 
soiled dishes are taken by an ele- 
vator to the basement, where the 
dishwashing equipment is located. 
The soiled dish room adjoins the old 
kitchen building which, after the 
new kitchen building was put into 
operation, was altered and made into 
a two unit cafeteria for employes. 

The central two-thirds of the cafe- 
teria room has a ceiling much higher 
than the sides of the room, so that 
clerestory windows permit daylight 
to reach the center of the room. 
This space with the higher ceiling 
conforms to the width of the audi- 
torium, which was built above the 
cafeteria and kitchen. The ceilings 
of all the cafeterias and serving 
rooms constructed under this pro- 
gram are sound deadened with 
acoustical tile. 

In the Kirkbride, or cottage, type 
of institution it is comparatively 
simple to bring patients in covered 
passageways or loggias directly to 
cafeterias. These loggias have been 
made 9 feet 6 inches wide and are 
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divided by railings into three pas- 
sageways, the exterior portions to 
be used by outgoing and incoming 
patients and the space between them 
preventing friction in passing. The 
basement story of these loggias forms 
a passageway for transporting food 
carts from the basement of the 
kitchen building to the tunnels that 
lead to the hospital, psychiatric clinic 
and the wards for disturbed patients 
lodged in this group of buildings. 


Over the soiled dish room and 
opening into the space where the 
higher ceiling occurs, a balcony was 
provided for the institution orchestra, 

The two loggias for bringing men 
and women patients to the cafe- 
terias also provide passageway for 
patients to the auditorium, which is 
on the floor above the patients’ cafe- 
terias and the kitchen. The stair- 
ways from the loggias open into the 
foyer of the auditorium, adjacent to 
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Plans of first floor (below) and second floor (above) of the kitchen and 
cafeteria building at a Missouri hospital for mental disease patients. 
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Accidental Discovery 


Gelatinized Milk DECREASES INCIDENCE OF 
UPPER RESPIRATORY INFECTIONS 
IN INFANTS 


Many a useful discovery 
has resulted from a chance 


























finding by a keen observer. 


Two years ago a group of university workers fed 
milk containing 1 and 2% plain, unflavored gel- 





atine to a group of infants. There was a lower 
incidence of vomiting, diarrhea, and constipation 
than in control groups. As a corollary, they noticed 
that those receiving the gelatine formula suffered 
fewer upper respiratory infections. This was inter- 
esting enough to demand further study. The work* 
was recently repeated in two different clinics and 
the results substantiated. Knox Gelatine (U.S.P.) 
was used. It is 100% pure U.S.P. Gelatine—85 % 
protein—in an easily digestible form—contains no 
sugar and should not be confused with factory- 
flavored, sugar-laden dessert powders. 


* Further Clinical Observations on Feeding Infants 
Whole Milk, Gelatinized Milk, and Acidified Milk. 
C. Loring Joslin, M.D., F.A.A.P.; Bulletin of 
the School of Medicine, University of Maryland; 
Jan. 1939. 

Write Dept. 465 


KNOX GELATINE LABORATORIES 


JOHNSTOWN NEW YORK 








‘Please send reprint 
of Joslin study. 
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Counter arrangement in the patients’ cafeteria, located in a separate build- 
ing housing only kitchens and the auditorium, Fulton State Hospital. 


which are retiring rooms for men 
and women patients. The stairs also 
continue to the balcony above, where 
similar facilities are provided and 
where colored patients may be segre- 
gated from the white patients using 
the auditorium. 

At the St. Joseph hospital, an- 
other of the four Missouri institu- 
tions, the proximity of the power 
plant and other buildings, funds for 
the removal of which were not avail- 
able, prevented as satisfactory ar- 
rangements for patients’ cafeterias as 
were made at the other institutions. 
This institution, however, now pro- 
vides cafeteria service for patients 
and boasts a material addition to its 
kitchen and cold storage facilities. 

A new kitchen was constructed in 
the ground story of, the psychiatric 
clinic building to furniske food for 
that building, for the existing hospi- 
tal building and for the new in- 
firmary building. Food for those 
buildings is transported by insulated 
carts through the service tunnels 
that connect the three buildings. 

The good rule of keeping kitchens 
out of buildings in which patients 
are housed was violated for the first 


94 


time in this program at St. Joseph. 
However, this was the only proper 
site for the psychiatric clinic build- 
ing, and because of the grade of the 
land under it it was economical to 
use the space for the kitchen. In this 
location, the kitchen has the very 
high ceiling desired, light and air 
on three sides and convenient con- 
nections with the hospital building 
and the new infirmary building. 
The diet kitchen, refrigerated rooms, 
refrigerated garbage room and cen- 
tral arrangement of heat-producing 
cooking fixtures are provided as in 
the Fulton kitchen. 

At the Nevada state hospital, the 
existing kitchen was maintained. 
The construction of cafeterias at this 
institution was made somewhat dif- 
ficult by reason of the fact that the 
floor of the kitchen was at a differ- 
ent level from the floors of the ad- 
jacent portions of the institution. A 
satisfactory layout was accomplished 
by constructing the patients’ cafe- 
terias at the level of the kitchen, 
taking up the changes in grade in 
the floors of the loggias, constructing 
the employes’ cafeteria at the first 
floor of the main building and in- 


stalling ramps leading to the kitchen 
between the men and women pa- 
tients’ cafeterias. 

A new kitchen was also constructed 
at this institution about midway be- 
tween the psychiatric clinic building 
and the building for infirm and 
tuberculous patients and was con- 
nected to these buildings and to the 
existing hospital building by a pedes- 
trian tunnel. This kitchen building 
is similar to that described for the 
Fulton hospital. Food carts are taken 
from it to the basement by elevators 
to be distributed through the pedes- 
trian tunnels. 

At the Farmington state hospital 
there was a separate dining hall 
building with two congregate dining 
halls. Men patients ate in one of 
these halls and the other hall was 
partitioned between women patients 
and employes. These two dining 
halls were remodeled to admit a 
greater amount of light and air, and 
separate cafeterias for men and 
women were installed in the two 
dining rooms. The walls between 
them were removed so that only an 
aisle might divide the sections in 
which the men and women ate. 

An addition was built to this 
group to provide a separate cafeteria 
for employes. An existing employes’ 
dining room was remodeled to form 
a dining room and serving kitchen 
for the staff. A new passageway was 
constructed between the existing 
kitchen building and the service 
portions of the cafeteria, and the 
kitchen building was greatly en- 
larged and extended. Cold storage 
rooms were built, opening directly 
into the kitchen passageways. 

The new kitchen in the ground 
story of the disturbed building for 
this institution has been mentioned 
in an earlier article. An existing 
kitchen, which served the old in- 
firmary building, is being removed 
and it will be necessary to deliver 
food to the serving tunnels of the 
new hospital building and _ psychi- 
atric clinic building in insulated carts 
transmitted by trucks. It is my 
opinion that this method will not 
prove satisfactory and that it will 
soon be necessary to construct a new 
kitchen building to serve the hospi- 
tal building, infirmary building and 
psychiatric clinic building, as was 
done at the Nevada state hospital. 
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Ralston, the hot wheat cereal, is the easy economical ee 
answer to the problem of vitamin Bi deficiency fee 














Ralston is a delicious hot cereal made from premium whole 
wheat with coarsest bran removed. Then it is enriched with 
2 times the amount of wheat germ found in whole wheat. 
Wheat germ, as every doctor knows, is the richest natural 
source of vitamin Bj. 


















6 or 7 times as much 16 times as much vi- 40 times as much 
vitamin Bi as eggs or tamin B, as spinach. vitamin B, as milk. 
ordinary whole cereal. 








Ralston costs only 25¢ for a 
24-ounce package. Supplies 
approximately 45 International 
Units of vitamin B; in each 
ordinary serving. It is available 
at grocery stores everywhere. 


2 times richer in vita- 
min By, than natural 
whole wheat. 
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RALSTON PURINA COMPANY, Dept. MH-3708 Checkerboard Square, St. Louis, Mo. 


Please send mea copy of your Research Laboratory Report, and samples 
of Ralston, the Wheat Cereal which is “double-rich” in vitamin B). 
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(This offer limited to residents of the United States) 
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Purchasing Fresh Peas 


MARY MERLE BUCKLES 


HE favor with which peas are 

regarded is attested by their fre- 
quent appearance on menus. Fresh 
peas are especially desired. Their 
great popularity is of comparatively 
recent date although they were culti- 
vated many years ago by the Ro- 
mans. 

Since new peas are so generally 
used, the purchaser should have as 
much information as possible in 
order to buy intelligently. This per- 
mits serving them to large groups 
of people with a knowledge of their 
cost per serving and of their quality. 

Some of the factors that determine 
the yield and quality of peas are: 
variety, season of maturity, freedom 
from disease and weight of the 
hamper as purchased. 

The variety of peas is of impor- 
tance largely from the standpoint of 
quality, as some varieties retain their 
sweet flavor until well matured while 
others lose this desirable character- 
istic while comparatively young. The 
different types of peas are character- 
ized by time of maturity, size and 
shape of the pod and shape of the 
seed. Some of the most popular and 
desirable varieties are Alaska, 
Thomas Laxton, Hundredfold, Tele- 
phone and Alderman. 

Diseases most commonly affecting 
peas are bacterial blight, which is 
characterized by rounded water- 
soaked spots that permit the entrance 
of bacteria; pod proliferation, distin- 
guished by patches of white cottony- 
like felt which appears on the lining 
of the pod cavity, and mosaic, which 
results in badly misshapen unattrac- 
tive pods. 

Peas deteriorate in quality soon 
after picking. They lose sweetness 
and it has always been a popular 
opinion that this loss in sweetness 


Miss Buckles is dietitian at St. Joseph’s Hos- 
pital, Kansas City, Mo. 

The data for this research were obtained at 
the Stevens Building Restaurant in Chicago. 
Deep appreciation is expressed to Mrs. Victoria 
Van Cleve, the manager, for her support and 
interest, and the splendid cooperation of all the 
employes in the organization. 


was due to a conversion of the sugar 
content to the more concentrated 
form of starch. This is not the case; 
the change in flavor is due to the 
consumption of sugar in respiration. 
Edible quality, as measured by 


more intense at first but this bright 
color is soon lost and the peas be- 
come dull and the flavor is definitely 
impaired. In cooking peas there may 
be either a slight loss or a slight 
gain in weight but the change is so 
small that it has no practical signifi- 
cance to the dietitian. 

From table 1 it will be observed 


Table 1—Yield of Peas per Hamper 





Lbs. per Hamper No. of Hampers 


as Purchased Tested 
26 1 
29 1 
30 1 
31 7 
32-33 13 
33-34 16 
34-35 9 
35-36 “f 
36 1 
37 3 
38 4 


Avg. Lbs. per Hamper 
E. P. 


Range in Weight 





P of Lbs. E. P. 
7.50 7.50 
7.25 7.25 
13.00 13.00 
10.40 7.75-11.75 
9.70 8.00-12.00 
10.40 8.50-13.00 
9.70 7.00-11.50 
11.50 9.25-12.50 
8.50 8.50 
11.50 11.50-12.50 
14.25 14.25 





changes in sugar and starch content, 
deteriorates much more rapidly at 
high temperatures than at low tem- 
peratures. Therefore it is advisable 
to store peas at 32° F. or at as low a 
temperature as possible to prevent 
this loss in sugar content and attend- 
ant inferior quality. 

Peas of the best quality will have 
pods that are turgid, crisp and of a 
desirable green color. At the present 
time dark green is preferred al- 
though depth of color is no criterion 


that the average weight of peas as 
purchased is 32.5 pounds per hamper 
although the range is from 26 to 38 
pounds. Further observation shows 
that the weight of the hamper is no 
definite assurance that the edible por- 
tion (E. P.) will be correspondingly 
high or low. The average yield of 
edible portion from 61 hampers is 
10.2 pounds. 

Table 2 shows the cost per serving 
of 100 grams, or 3 1/3 ounces, and 
also the cost for 50 servings on the 


Table 2—Average Cost of Peas as Served 





ke Oe ee ne wee $2.00 
Per 100 gm. serving (314 0z.)......... .042 
Per 50 servings (100 gm.)............ 2.10 


$2.35 $2.50 $2.80 $3.00 
049 052 058 062 
2.45 2.60 2.90 3.10 





of quality. The pods should be well 
developed but a large pod does not 
necessarily mean large, well-devel- 
oped or overmature seeds, as some 
varieties have a puffy pod. The best 
test for quality is by tasting. The 
desirable sweet flavor may be ac- 
cented by the addition of sugar in 
cooking. 

In cooking peas to retain their 
attractive green color, they should 
be boiled as short a time as possible 
in a large amount of boiling, salted 
water, without a cover. If soda is 
added in cooking, the color becomes 


basis of an average net yield of 10 
pounds from each hamper. This 
table is based upon the usual market 
cost per hamper. 

To summarize: the average weight 
of 61 hampers of peas is 32.5 pounds. 
The average yield of the edible por- 
tion from the same hampers was 
10.2 pounds. The cost per serving of 
100 grams will range from $0.04 to 
$0.06 depending upon the market 
price per hamper. Approximately 50 
servings will be obtained from one 
hamper. Cost of preparation was not 
considered in this study. 
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First Aid 
To Pleasant 


Recovery 






_— @ Good coffee will not speed your patients’ 
_ recovery, but it will help make the period of 
convalescence happier and more pleasant. Often 
it is the coffee you serve which leaves a more 
lasting impression with patients than the medical 
attention they receive. 
With Continental Coffee you can be sure to make 
this impression a favorable one. Continental Coffee 
is blended especially for hospital use. It is a coffee 
of exceptional goodness—coffee that is rich in 
flavor and supremely satisfying in body and 
strength. Moreover, it is uniform—every pound is 
exactly the same in goodness and captivating aroma. 
The best way to judge this fine coffee is to try it. 
Write us today for a free trial supply. 


CONTINENTAL 
ee, COFFEE 


\ CONTINENTAL COFFEE COMPANY, INC. 
The Blend You BUY is the Blend You GET 373 West Ontario Street Chicago, Illinois 
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May Menus for the Small Hospital 


Evelyn Hailey 
Dietitian, Mary Lanning Hospital, Hastings, Neb. 











BREAKFAST LUNCHEON OR SUPPER 
Day Fruit : Main Dish | Sou Main Dish Potatoes or Vegetable or Dessert 
pe y ae | , Substitute Salad 











1. Sliced Oranges 


Bacon, Tcast 


Cream of Potato 
Soup 


Deviled Eggs 


FEscalloped Noodles 


Stewed Tomatoes 


Fresh Cherries 








Stewed Prunes 


tN 


Strawberry Preserves, 
Whole Wheat Toast 


Vegetable Soup 


Baked Stuffed 
Tomatoes 


Creamed Whole 
New Potatoes 


Perfection Salad 


Jelly Roll, 
Whipped Cream 





3. Pineapple Juice 


Soft Cooked Eggs, 
Toast 


Broth With Okra, 
Tomato Juice 


Baked Rice 
With Cheese 


Buttered Shoestring 
Carrots 


Lettuce, French 
Dressing 


Baked Coconut 
Custard 





4. Sliced Bananas 


Bacon, Raisin Toast 





5. Strawberries 


Honey, Baking 
Powder Biscuits 


Cream of Pea Soup 


Creamed Dried 
Beef on Toast 


Buttered Fresh 
Asparagus 


Fruit Salad, a 
Raisin Cookies 





Julienne Soup 


Baked Noodles With 
Tuna Fish and 
Mushrooms 


Creamed Hominy 


Coleslaw on 
Lettuce 


Jellied Oranges 





6. Stewed Apricots 


Eggs a la Goldenrod 
on Toast 


~ Broth With Rice 


Chicken a la King 
in Patty Shells 


Mashed Potatoes 


Spiced Peaches 


Angel Cake 





Tomato Juice 


Bacon, Bran Muffins, 
Orange Marmalade 


~ Milk Toast — 


Cottage Cheese 
on Lettuce 


Baked Potatoes 


Buttered 
Fresh Beets 


Fresh Pineapple 





8. Stewed Pears 


Bacon, Toast 


Cream of 
Potato Soup 


Hard Cooked 
Egg Salad 


Escalloped Corn 


Ripe Olives, Raw 
Carrot Strips 


Chocolate Pudding 





9. Fresh Pineapple 


Scrambled Eggs, 
Toast 





10. Applesauce 


Coffee Cake 





11. Orange Juice 


Grape Jelly, 
Plain Muffins 


Cream of 
Tomato Soup 


Macaroni 
and Cheese 


Cabbage Salad 


Sliced Peaches, 
Ginger Cookies 





Cream of Mixed 
Vegetable Soup 


Escalloped Potatoes 
With Ham 


Buttered 
Fresh Peas 


Pineapple and Cot- 
tage Cheese Salad 


Honey, Baking _ 
Powder Biscuits 





Turkish Soup 


Scrambled Eggs 
With Diced Bacon 


Creamed New 
Parsley Potatoes 


Harvard Beets 


Fresh Fruit Cup 





12. Stewed Peaches 


Poached Eggs, 
Rye Toast 





13. Grapefruit 


Bacon, Toast 


Cream of 
Mushroom Soup 


Salmon Salad 


Potato Chips 


Buttered Fresh 
Green Beans 


Cocoa With Marsh- 
mallows, Wafers 





Split Pea Soup 


Bacon and ; 
Tomato Sandwich 


Creamed Corn 


Minted Pear- 
Cherry Salad 


Snow Pudding, 
Custard Sauce 





14. Strawberries 


Butterscotch Rolls 


Vegetable Soup 


Welsh Rabbit 
on Crackers 


Browned Sweet 
Potatoes 


Lettuce, Russian 
Dressing 


Stewed Rhubarb 





15. Green Gage Plums 


Soft Cooked Eggs, 
Toast 





Duchess Soup 


Cold Meats 


Spanish Rice 


Buttered Fresh 
> 


eas 


Pineapple-Marsh- 
mallow Nut Salad 





16. Stewed Raisins 


Canadian Bacon, 
Toast 


Broth With 
Noodles 


Baked Omelet 


Hashed White 
Potatoes 


Creamed Fresh 
Asparagus 


Fruit Gelatin 





17. Sliced Bananas 


Sweet Rolls 


Lentil Soup 


Twice Baked 
Potatoes With 


Buttered Whole 
Carrots 


Ground Ham Stuffing 


Canned Cranberry 
Sauce 


Boston Cream Pie 





18. Tomato Juice 


Scrambled Eggs With 
Dried Beef 


Broth With Rice 
and Celery 


Sliced Cold 
Tongue 


Baked Potatoes 


Pickled Beet Salad 


Fresh Blackberries, 
Sugar Cookies 





19. Stewed Prunes 


Aone Jelly, Blueberry 
Muffins 


Julienne Soup 


Creamed Tuna and 


Fresn Peas on Toast 


Buttered Diced 
Potatoes 


Grapefruit-Orange 


Rice Pudding 


Salad, Fruit Dressing 





20. Baked Apples 
With Raisins 


Bacon, Toast 


Tomato Bouillon 


Baked Hash 


Buttered Brussels 
Sprouts 


Pineapple-Celery- 
Date Salad 


Tapioca Cream 





21. Orange Juice 


Poached Eggs, 


Cream of Pea Soup 


Chicken Salad 


Potato Chips 


Celery, Stuffed 


Fruit Punch, 








Toast, Preserves Sandwiches Olives Brownies 
22. Stewed Mixed Fruit Ham, Toast Cream of Mushroom Eggs ala Goldenrod Rice With Cheese Buttered Fresh Ambrosia 
Soup on Toast Spinach 
23. Grapefruit Juice Baking Powder Bis- Broth With Noodles Escalloped Potatoes Coleslaw Lemon Gelatin, 


cuits, Maple Syrup 


Cold Meat 


soaf 


Whipped Cream 





24. Fresh Cherries 


Bacon, Cinnamon 


Milk Toast 


Cottage Cheese 


Twice Baked 


Creamed Fresh 


Peeled Apricots 





Toast Salad Potatoes Beans 
25. Sliced Oranges Coffee Cake Consommé Chicken Pie Mashed Potatoes Sa Fresh Cherries 
Sala 





26. Stewed Apricots 


Salt Mackerel, Toast 


Vegetable Chowder 


Deviled Eggs 


Spaghetti With 


Lettuce, Russian 


Tomatoes and Cheese Dressing 


Strawberries, Wafers 





27. Italian Prunes 


Soft Cooked Eggs, 
Toast 


Turkish Soup 


Creamed Fresh As- 
paragus on Toast 


Buttered Hominy 


Perfection Salad 


Caramel Custard 





28. Stewed Rhubarb 


Fig Rolls 


Cream of Tomato 
Soup 


Cold Meat 


Potato Salad 


Olives, Raw Carrots 


Blackberries, Apple- 
sauce Cake 





29. Pineapple and 
Grape Juice 


Bacon, Toast 


Corn Chowder 


Noodles With 
Chicken Giblets 


Stewed Tomatoes 


Fruit Salad, 
Whipped Cream 





30. Blackberries 


Bran Muffins, Honey 


Vegetable Soup 


Creamed Cheese 


Buttered Green 


Pickled Beet Salad 


Rice and Pear 





Over Bacon, Lima Beans Compote 
Tomato and Toast 
31. Stewed Rhubarb Scrambled Eggs Split Pea Soup Salmon Salad Hashed White Buttered Wax Beans Strawberries 


With Dried Beef, 
Toast 





Potatoes 








Recipes will be supplied on request by The Mopern Hospirat, Chicago. 


of which are always offered for breakfast. 


Space precludes listing of cereals, several varieties 
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MEDICAL ECONOMY 


with COCOMALT 


Cocomalt makye for medical economy by hoax high 
calories, minerals, vitamins and protein as a food concentrate 
at normal food prices. 70 per cent increase in the nutritive 
value of milk (termed by nutritionists the/“perfect” food) can 
be attained by adding 2 pennies worth of Cocomalt to a glass. 
of milk. Economical, scientific reinforcemient of the dietaries of 
hospital patients, pregnant mothers, / ‘growing children and 
adolescents in respect to essential tood constituents is made 
easy with Cocomalt. While adding to the variety and palata- 
bility of the diet, Cocomalt makes for easy digestibility and low 
residue feedings. \ 


For Body and Medical Economy use Cocomalt. 


A FOOD...never advertised as a pharmaceutical or sedative. 
COCOMALT malted food drink is fortified with calcium, phosphorus, iron and 
Vitamins A and D. Mixed with milk, it produces a delicious, nourishing drink. 


























R. B. DAVIS COMPANY 
Hoboken, New Jersey | | 
Please send me a clinical 
package of COCOMALLT.. 
Name 
Street 
an ae R. B. DAVIS COMPANY 
: a HOBOKEN NEW JERSEY 
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Hospital Pharmacy 





Portrait of a Hospital Pharmacist 


This is the busy main pharmacy at 


HE personal qualifications of a 
hospital pharmacist perhaps dif- 
fer little from those of any other pro- 
fessional person aside from his in- 
terest in and his ability to perform 
his functions. To be successful, he 
must have good health, a cheerful 
and pleasing disposition and an af- 
fable manner. He must be able to 
command respect and conduct him- 
self so that his profession is taken 
seriously. The pharmacist is in a 
position to make or lose friends for 
the hospital, since he, perhaps more 
than anyone else, comes in contact 
with practically every group within 
the hospital and with most of the 
patients who enter it. 
The principal professional qualifi- 
cations of one who aspires to enter 


The author is dean of the school of pharmacy, 
Western Reserve University, Cleveland. 
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the University Hospitals, Cleveland. 


the field of hospital pharmacy in- 
clude a thorough grounding in the 
basic sciences, a good command of 
English, a degree from a recognized 
school of pharmacy and a license to 
practice in his state. The pharma- 
cist should be thoroughly prepared 
in the theory and practice of phar- 
macy and pharmaceutical mathe- 
matics, pharmaceutical chemistry, 
pharmacognosy, pharmacology and 
bacteriology. He must be both stu- 
dent and reader so that he may keep 
abreast of his own field and, in gen- 
eral, of the fields of the professions 
that he serves. He must be a selec- 
tive reader so that he can evaluate 
the great mass of pseudo-scientific 
writing upon the subjects of drugs, 
chemicals and treatments. 

If he is fortunate enough to have 
taken courses in hospital pharmacy 


EDWARD SPEASE 


in college he will be familiar with 
the functions and purposes of hospi- 
tals and their several departments; 
the interrelationships among these 
departments; the uses of drugs, 
chemicals and preparations by these 
departments, and the policy of medi- 
cation within a modern hospital. He 
will also have a real appreciation of 
rational therapy. If he is to become 
a pharmacist in a small hospital 
where he may be both storekeeper 
and buyer he will find that courses 
in accounting, economics and_busi- 
ness subjects will be useful. The 
acceptance of a position as pharma- 
cist should not finish his education 
since, fortunately, opportunities are 
open to him to do graduate work 
and thus better serve the institution 
in which he is employed. 

The experience needed by one who 
is to assume the position of hospital 
pharmacist is of paramount impor- 
tance. Drug store experience, while 
not an essential, has its value. 
Through it he becomes acquainted 
with manufacturers and other 
sources of materials and learns much 
about costs, although there still re- 
mains a great deal to be learned in 
both of these subjects. 

Drug store experience alone does 
not make a hospital pharmacist. He 
must have had actual practice in 
quantity manufacturing. It is one 
thing to prepare an ounce or two of 
a medication at the prescription table 
and quite another to produce it in 
5 gallon or barrel quantities. He 
must be experienced in packaging 
both liquids and solids in a large 
way and with due regard at all times 
to space limitations and costs. His 
pharmacy may be a manufacturing 
plant either in miniature or upon a 
quite respectable scale. He must even 
understand what a manufacturer or 
a jobber knows as routing. It may 


The MODERN HOSPITAL 














THE EMULSION... 


Petrolagar 
FOR CONSTIPATION 





Petrolagar is more palatable. 
Easier to take by patients 
with aversion to plain oil — 
may be thinned by dilution. 


7. Augments intestinal con- 


— , tents by supplying an un- 
Miscible in aqueous solu- sieihaeha tase. 


tions. Mixes with gastro- 
intestinal contents to form 8. More even distribution 
a homogeneous mass. and dissemination of oil 
i -intestinal - 
3. Does not coat intestinal Wie geen taenianND come 
. tents. 
mucosa. Petrolagar is an 
aqueous suspension of 9. Assures a more normal 
mineral oil — oil in water fecal consistency. 
aie 10. Less likely to leak. 


4. No accumulation of oil ‘in 1 


folds of mucosa. Provides comfortable 


bowel action. 


5. Will not coat the feces 12. Makes possible five types 


with oily film. of Petrolagar to select from 
6. Does not interfere with to meet the special needs 
secretion or absorption. of Bowel Management. 


Petrolagar — Liquid petrolatum 65 cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 cc. 


cy 
Petrolagar 


Petrolagar Laboratories, Inc. « 8134 McCormick Boulevard « Chicago, III. 
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Admissions to Hospital Formulary 


HE following rules governing 

the admission of articles to the 
formulary of the New York Hospital 
have been prepared by the formulary 
committee and approved by the med- 
ical board. 

1. Simple official (Pharmacopoeial ) 
substances and any in “Useful Drugs” 
will be admitted (when requested) 
unless they have become superfluous. 

2. No article will be admitted (ex- 
cept for controlled research) before 
its therapeutic value has been estab- 
lished. 

3. No article of secret composition 
will be admitted. 

4. No article that is sold under a 
proprietary name will be admitted 
under such a name if a substance of 
identical composition can be obtained 
under a nonproprietary name. 

5. No mixture of two or more ac- 
tive substances will be admitted un- 
less evidence is submitted that the 
mixture presents therapeutic advan- 
tages over the simple substances. 

6. No proprietary article will be 
accepted before it has been accepted 
by the council on pharmacy and 
chemistry of the American Medical 
Association for inclusion in “New 
and Nonofficial Remedies.” 

7. It is the policy of the committee 


to discourage the intravenous and 
intramuscular injection of substances 
that should be administered orally. 

8. The pharmacist is instructed to 
supply in emergencies preparations 
not yet accepted by the formulary 
committee. 

9. The pharmacist will stock or 
supply drugs requested on the pri- 
vate or semiprivate services even 
though they have not been accepted 
by the formulary committee. 

10. Heads of clinical departments 
are to be notified whenever any prep- 
aration is considered for elimination 
from the formulary in order that they 
may submit evidence for its retention. 

11. Drugs not accepted by the 
formulary committee may be sup- 
plied to the public pavilions if paid 
for by the department concerned. 

12. The chief pharmacist is in- 
structed to issue drugs under rules 
governing the formulary committee 
subject to the approval of the medi- 
cal board. 

13. The formulary committee shall 
prepare and issue new editions of 
the formulary whenever the medical 
board considers it necessary. 

14. All actions of the formulary 
committee are subject to approval of 
the medical board. 





be necessary for him to do or to 
supervise control work upon prod- 
ucts used and everyone who has 
done this knows that actual experi- 
ence is the only teacher. 

The hospital pharmacist must have 
experience in purchasing and han- 
dling surgical supplies and instru- 
ments and know what can be re- 
paired economically within the in- 
stitution. He must be alert to the 
savings that may be made from 
wastes, as, for example, retrieving 
silver from x-ray fixing baths. Reg- 
ular inspection of all drug stocks 
within the institution shows some 
saving as a result of each inspection. 
He must have a knowledge of labo- 
ratory glassware and containers used 
only in a hospital. 

A general impression of all the 
foregoing procedures may be gained 
from a proper course in hospital 
pharmacy in a school connected with 
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a teaching hospital as well as by 
visiting other institutions but, be- 
cause the only real way to get the 
proper experience is by doing, hos- 
pital executives and schools of phar- 
macy have developed pharmaceutic 
internships. 

These internships are the best way 
for one to get proper hospital phar- 
macy experience. One year of in- 
ternship under a hospital pharmacist 
is the minimum time a _ prospective 
pharmacist should serve. This plan 
has progressed to the point at which 
we know that a hospital can handle 
at least one intern for each registered 
pharmacist employed. 

During his internship year the 
pharmacist should be assigned for 
definite lengths of time in rotation 
to the various departments of the 
pharmacy, such as sterile solutions, 
utility drugs, professional stores, pur- 
chasing and specifications and the 


out-patient pharmacy. He must be 
assigned for experience or as an 
observer in other departments about 
which he should be informed in 
order to be prepared to give intelli- 
gent service and to learn with what 
hospital departments he must be in 
constant contact. He can learn much 
from lectures, conferences and dem- 
onstrations, which he should be per- 
mitted to attend and which are only 
to be found in a hospital. 

Hospital pharmacy intelligently, 
economically and satisfactorily prac- 
ticed is not restricted to mere requisi- 
tion and prescription filling. 





Pharmacy Paragraphs 


© It is of the greatest importance in 
every hospital to select carefully the 
person who compounds the prescrip- 
tions for the patients. The compound- 
ing of prescriptions is not mere mixing 
although at times it may appear to be 
just that. Behind each compounding 
should be a knowledge of chemistry, 
bacteriology, botany and pharmacology. 
The pharmacist must be familiar with 
each of the drugs that enter into the 
prescription, the action of each drug, 
the correct dosage and the dangers at- 
tending its use. Every prescription calls 
for pure chemicals and perfect technic. 


© The public demands clean hospitals, 
so it follows that the drug room should 
be kept clean and neat. Containers on 
the shelves should be arranged in an 
orderly fashion. Labels should be spot- 
less. The glassware and balance should 
be kept polished. An index of the lo- 
cation of every drug should be kept, 
along with the date of purchase and 
the price paid. 


® The hospital pharmacist must have 
the confidence of the doctors he serves. 
They must at all times feel that he 
will be honest concerning every pre- 
scription that he fills; then if the doctor 
does not get the desired result from his 
prescription he knows that he must 
look elsewhere for his remedy. 


® The hospital pharmacist must be a 
specialist in his profession. Not every 
pharmacist can meet the exacting re- 
quirements. He must be a scientist; he 
must appreciate accuracy and honesty; 
he must be capable of assuming re- 
sponsibility. In addition, he must have 
the desire to be of service to those who 
need him.—EpitH BLANcHE WILLIAMS, 
pharmacist, Bryan Memorial Hospital, 
Lincoln, Neb. 
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An YJmprovement 
in the Treatment of 


ACUTE HYPOTENSION 


For rapid and sustained elevation of the 
blood pressure in acute hypotension from 
trauma, hemorrhage, anesthesia (particu- 
larly spinal), “surgical shock,” and similar 
emergencies, a number of distinct advan- 


tages are afforded by the use of 


One Per Cent Sterile Solution of 


NEO-SYNEPHRIN 


HYDROCHLORIDE 


(laevo-alpha-hydroxy-beta-methyl-amino- 
3-hydroxy ethylbenzene hydrochloride) 


Administered subcutaneously in doses of 


0.5 cc. (average), Neo-Synephrin Hydrochlo- 


ride produces a rapid and sustained rise in 
blood pressure. Compared with epinephrine 
or ephedrine, it has a wide margin of safety, 
and its effectiveness is not appreciably 
diminished upon repeated injection. Its ac- 
tion is both rapid and lasting. 

Used prophylactically in conjunction with 
spinal anesthesia, Neo-Synephrin Hydro- 
chloride prevents the usual fall in blood 
pressure. 

Supplied in rubber-capped 


vials containing l5-cc. of a 





sterile 1% solution. 


FREDERICK STEARNS & COMPANY 


DETROIT, MICHIGAN 


NEW YORK 
WINDSOR, CANADA 
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KANSAS CITY 


SAN FRANCISCO 
SYDNEY, AUSTRALIA 
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Controlling Ward Drug Cabinets 


J. SOLON MORDELL 


ARD drug cabinets in hos- 
pitals may be considered, in 
effect, subsidiary units of the phar- 
macy. Instead of requiring the nurse 
to call at the pharmacy for each dose 
of medicine for her patients, “branch 
pharmacies,” in the form of ward 
cabinets, are established on each divi- 
sion. The pharmacy department dele- 
gates to the nurse in charge of each 
division, and to her assistants, in 
turn, the responsibility of withdraw- 
ing the proper drug from the cabinet 
for administration to the patient. 
Essentially, the drugs in each cabi- 
net are the property of the pharmacv 
and their inspection and supervision, 
the responsibility of the pharmacist. 
This implies that, aside from legiti- 
mate removal of drugs for adminis- 
tration, no one other than the phar- 
macist should be permitted to handle 
the contents of the containers or the 


labels. 
Standardizing Control 


Adequate control and supervision 
of the ward drug supply are difficult 
unless they have been more or less 
standardized and their scope has 
been definitely established. An effec- 
tive means of attaining this end lies 
in the use of a “stock list” in some 
form for the various wards. This 
list can be made uniform for the 
entire hospital, varying in details as 
they apply to special divisions. The 
list should contain those items which 
the pharmacist, by reason of his 
experience with the needs of each 
division, and after conference with 
the nursing staff, has found are 
needed frequently during the day. 
The various types of preparations— 
ampules, ointments, tablets, liquids 
and bulk powders—may be listed 
in alphabetical order together with 
the stock size container for each 
item. A decided advantage is de- 
rived from the use of uniform con- 
tainers for the stock items, with uni- 
form printed or typewritten labels 
covered with a suitable varnish. 

In the interest of safety as well 


Mr. Mordell is chief pharmacist at the Uni- 
versity Hospital, Syracuse, N. Y. 
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as of rational drug therapy, the no- 
menclature used should conform to a 
definite standard, .e. the official title 
only (English, or English and Latin) 
for U. S. Pharmacopoeia or National 
Formulary drugs, and the “New 
and Nonofficial Remedies” title for 
drugs listed therein. A list of com- 
mon names used for the stock drugs, 
together with the corresponding 
standard nomenclature, may be made 
available on each division. Requests 
for additions to or deletions from 
the stock list, either in the nature of 
the drugs or of the quantities 
stocked, should be made to the phar- 
macist. It is essential that special, 
nonstock drugs be returned to the 
pharmacy promptly after their use 
has been discontinued. 

It will be found especially helpful 
if some attention is paid to the ar- 
rangement of the drugs. There 
should be a definite place in the 
cabinet for each item insofar as it is 
feasible. 

Narcotic officials ask that narcotics 
be stored under lock and key in 
such a way that access to the supply 
is accomplished by one person only, 
namely, the nurse in charge on each 
shift. This implies that the key is 
kept on her person and nowhere 
else and that the key is used exclu- 
sively for access to the narcotic sup- 
ply, whether it is stored in the drug 
cabinet along with other drugs or 
in a separate compartment. It is 
urged that narcotics be stored in an 
individual storage place, either in a 
locked drawer or in a similar locked 
compartment or cabinet. 

Planned arrangement, together 
with the authorized stock list, will 
serve many purposes and be of assist- 
ance to both nurses and pharmacist 
in various ways. 

The nurse is supplied with definite 
information as to the drugs that 
should be available on her division. 
Standard arrangement enables her to 
detect missing items quickly and to 
make her daily check of depleted 
supplies more efficiently. Nurses on 
rotating service find that standard- 
ization of the arrangement of sup- 


plies on each division reduces to a 
minimum the time necessary for 
orientation. This applies to private 
duty, general duty and student 
nurses who are not stationed perma- 
nently on one division. Valuable 
time is saved that would otherwise 
be wasted in hunting for the needed 
drugs. 

Medicines brought in by the pa- 
tient or others, for unauthorized use, 
may be easily detected and the prac- 
tice curbed. This presupposes that 
no medicines whatsoever are per- 
mitted in the patient’s room or at the 
bedside, except those specifically 
directed by the physician. 


Detecting Irregularities 


The pharmacist is immeasurably 
assisted by definiteness of scope and 
arrangement at the time of inspec- 
tion of the ward drug supplies. 
Irregularities are quickly noted and 
the inspection time reduced. 

At the time of replenishing the 
drug supplies of the various divi- 
sions, none but the standard stock 
containers (or special prescriptions 
which are to be repeated) are refilled. 
Any container other than the stand- 
ard one is immediately detected and 
in this way there is a reciprocatory 
control of both the pharmacy and 
the ward supply. In this way the 
pharmacist is more intelligently pre- 
pared to control his own stock and 
to eliminate overloading and waste 
of material throughout the hospital. 

In the interest of safety, a periodic 
inspection of each ward drug cabinet, 
or “branch pharmacy,” by the phar- 
macist is a necessity. It would be 
somewhat presumptuous to make a 
definite statement as to the fre- 
quency of such inspections. The con- 
sensus seems to hold to a minimum 
of once monthly, with bimonthly 
inspection preferable. The choice, of 
course, rests with the pharmacist, 
according to individual exigencies. 
It is a matter of choice, also, as to 
whether a representative of the nurs- 
ing administration should accom- 
pany the pharmacist. The advantage 
of joint inspection is obvious. It is 
assumed that inspection will cover 
every point of storage, including re- 
frigerator and utility room. 
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MA BSOLUTE PRECISION... 


is what the physician asks of a clinical ther- 
mometer, sphygmomanometer, stethoscope, 


and other essential equipment. 


is what we ask of our laboratory chemists 
and manufacturing craftsmen in the produc- 
tion of Mallinckrodt Prescription Chemicals. 
Test check after test check achieve products 
as dependable as the finest of medical equip- 
ment. There are no finer medicinal chemicals 


than those that bear the Mallinckrodt label. 


NEW YORK MONTREAL 


CHEMICAL WORKS TORONTO PHILADELPHIA 
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Aiding the Intern 


Interns are not adequately in- 
formed on the way medication is 
dispensed, 1.e. what vehicle is best 
suited to certain types of medicine. 
It is the duty of the pharmacist to 
inform himself on this subject so 
that he will be prepared to assist 
whenever resuested. 

Another problem that confronts 
the pharmacist is the ever-changing 
mode of medication, such as serums, 
antitoxins, vaccines and the like. He 
must keep himself informed so as to 
answer intelligently all questions 
asked by interns as to dose, potency 
and method of administration. The 
busy intern does not always have 
time to refer to textbooks. 

A hospital pharmacist should have 
at his fingertips all the literature of 
new preparations obtainable. When 
asked about a certain preparation I 
like to give the intern all necessary 
information, preferably in a pam- 
phlet which he can keep with other 
papers for future reference —Frep R. 
Bercer, pharmacist, Indiana Uni- 
versity Medical Center, Indianapolis. 





Flexibility Brings Respect 

It is our policy at Illinois Research 
Hospital to permit the doctor to pre- 
scribe any form of medication that 
he wants. By doing this, he is im- 
pressed with our ability and desire 
to be of service and learns to write 
prescriptions requiring pharmaceuti- 
cal compounding. Likewise, in a 
teaching institution such as ours, in 
which the pharmacy students receive 
instructions and training in the hos- 
pital, it is highly desirable that the 
greatest possible variety of prescrip- 
tions be available for the students. 

This should broaden their experi- 
ence and be of decided value to them 
in their later work, whether that be 
in a hospital pharmacy or in a retail 
drugstore. 

The pharmacist can render a use- 
ful service by supplying the doctor 
with any special form of medication. 
If a doctor requests a particular sub- 
stance in ampules for hypodermic 
use, the pharmacist should be pre- 
pared to make such a solution— 
S. W. Morrison, University of Illi- 
nots Research Hospital, Chicago. 
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NOTES AND ABSTRACTS 


By Carl C. Pfeiffer, M.D., Department of Pharmacology 


University of Chicago 





Sulfapyridine 

® Chemically, this compound is 2(p- 
aminobenzene-sulfamido) pyridine. It 
has been studied by Whitby in pneu- 
mococcal infections of mice and in 
human pneumonia by Evans and Gais- 
ford. Only scanty preliminary studies 
have been published thus far, but these 
indicate that this drug may be of 
greater value than sulfanilamide in the 
treatment of lobar pneumonia. 

Marshall has shown that the de- 
creased toxicity of sulfapyridine when 
compared to sulfanilamide is due to 
lack of absorption from the gastro- 
intestinal tract. When toxicity is evalu- 
ated from the concentration in the 
blood stream necessary to produce toxic 
symptoms, then sulfapyridine is slightly 
more toxic than is sulfanilamide. 

Because of the new food and drug 
law the manufacturers are cooperating 
with the government and various re- 
search hospitals throughout the coun- 
try to determine whether the drug is 
sufficiently safe to be released for gen- 
eral use. 

The toxic reactions encountered thus 
far are the same as those found in sul- 
fanilamide treatment, namely, acidosis, 
cyanosis, neutropenia, anemia of the 
rapid hemolytic type and the usual sub- 
jective symptoms of nausea, headache 
and dizziness. 

Preliminary reports indicate that the 
effective dosage is approximately 6 gm. 
(90 gr.) per day. Larger doses may be 
given at the beginning of treatment. 


Evipal and Pentothal 


® These two ultra-short acting barbi- 
turates have been introduced as intra- 
venous anesthetics for short operations. 
Chemically, evipal is the sodium salt 
of cyclohexenyl ethyl barbituric acid 
and pentothal is thio-pentobarbital. Of 
the two compounds Tatum and Wer- 
ner have shown that pentothal tends 
to produce quicker anesthesia and that 
recovery is slightly quicker. They also 
found that pentothal tended to main- 
tain blood pressure, whereas evipal 
tended to produce a slight fall in blood 
pressure. 

Gruber has shown that the barbi- 
turates in general depress the cardiac 
vagus, but this does not occur with the 
thio-barbiturates. A cardiac arrhythmia 
may occur in dogs after repeated doses 
of the thio-barbiturates. 


The lack of acceptance of these in- 
travenous anesthetics by the council on 
pharmacy and chemistry of the Ameri- 
can Medical Association is based upon 
the potential dangers of all fixed dose 
anesthetic agents. There is no minute- 
to-minute control of the anesthesia. It 
requires two anesthetists: one to give 
the drug intravenously and the other 
to provide for an adequate air supply 
by removing mucus, and, if necessary, 
inserting a mechanical airway or giving 
artificial respiration. 


Prostigmin 

© As shown by the work of Aeschli- 
mann and Reinert and others, prostig- 
min acts in the body to stabilize acetyl- 
choline as it is liberated by the normal 
parasympathetic nerves (principally the 
vagus). It may also act on the ester- 
ases which normally destroy very rap- 
idly the liberated acetylcholine. The 
drug may hence be said to increase the 
“tone” of the vagus nerves. This re- 
sults in a marked increase in normal 
peristalsis and a slight decrease in pupil 
size but has practically no effect on the 
normal heart. These properties have 
made the drug popular for the elimina- 
tion of gas before x-ray examination 
of the gastro-intestinal tract, for the 
relief of postoperative intestinal dis- 
tention or for the prevention of the 
more severe paralytic ileus. 

The toxic symptoms thus far re- 
ported, however, are only from the 
use of large oral doses to increase the 
muscle tone in myasthenia gravis. 

The usual dose for the treatment of 
myasthenia gravis is 15 mg. (gr. 4) 
T.I.D. Ampules of 1 to 4000 dilution 
are supplied for the intramuscular 
treatment of abdominal distention. 
These injections are repeated every four 
hours until relief is obtained. 


Mercurin Suppositories 

® For patients with ascites resulting 
from portal obstruction in cirrhosis of 
the liver or Pick’s disease these mer- 
curial diuretic suppositories have been 
a great boon. It is not always easy in 
the edematous patient to give exact 
intravenous therapy. With the irritant 
organic mercurial salts that are used 
as diuretics it is important to be cer- 
tain that all of the solution is going 
intravenously; otherwise, large sloughs 
of the skin may occur. 
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OF ADVERTISEMENTS SHOWING WHERE U.S.1. 


ALCOHOL IS USED IN HOSPITALS 





For STERILIZING THE SKIN... 


Prepare Your 70% Solution With Alcohol 
Free From Organic Impurities 


Your 70% alcohol is acknowledged one of the most effective 
aids to surgical scrub-up, in floor dressings and packs, and in 
sterilizing the skin for chest aspirations. 

But are you sure that your alcohol is free from impurities 
that might irritate sensitive skins? 

U.S.I. alcohol is—because U.S.I. has rigid testing methods: 
Even the faintest traces of toxic impurities such as acidity, fusel 
oil constituents, aldehydes, and other organic matter are held 
to new low levels. 

Because of this rigid control you can be certain that your 
alcohol is suitable for any purpose, from mouth medications to 
alcohol nerve block. 


U.S.I. is the pioneer and largest producer of industrial alco- 
hol in this country. One hundred years of service have taught 
U.S.I. what properties are important to hospitals. That is why 
in most cases, in most hospitals, U.S.I. alcohol is the choice. 

Call in a U.S.I. salesman to help you study your alcohol 
requirements. 





In Most ~ ... In Most Hospitals 
t’s U.S.L-U.S.P. and WEBB’S 


ALCOHOL 
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Wagner Bill to Carry Out National 
Health Program Introduced in Senate 


The National Health Act of 1939 was 
introduced into the Senate on February 
28 by Senator Robert F. Wagner of 
New York. It embodies the present 
legislative proposals of the administra- 
tion, intended to carry out certain sec- 
tions of the National Health Program, 
which was presented last July. 

The bill is in five main sections, 
amending the Social Security Act. Title 
5 provides for additional medical serv- 
ices for maternal and child health and 
the care of crippled children. Title 6 
increases the present federal support 
of public health activities and investiga- 
tions, mentioning specifically further 
efforts to control cancer, pneumonia, 
tuberculosis and malaria, and to extend 
mental health and industrial hygiene 
activities. 

Title 12 is designed to increase the 
number of hospitals and health centers 
in places where these are needed, espe- 
cially in rural areas and in areas suffer- 
ing from severe economic distress. 
Both general hospitals and institutions 
for mental and tuberculous patients are 
to be included but specific appropria- 
tions are made only for general hos- 
pitals. 

Title 13 makes provision for federal 
support to states that wish to provide 
a general system of health service to 


their people. Title 14 provides grants | 


to states that set up systems of tem- 
porary disability compensation, com- 


tion in 1940. The expenditures for 
titles 13 and 14 in 1941 and 1942 have 
not yet been definitely decided upon, 
and the amounts given for titles 5 and 6 
to be spent in 1941 and 1942 are ap- 
proximate figures only. 

The total amount authorized for the 


| fiscal year 1940 is $98,250,000, not in- 





cluding the cost of constructing mental 
and tuberculosis hospitals. 

The hospital construction program is 
to operate through the U. S. Public 
Health Service. Allotments are to be 
made to the states on the basis of 
approved state plans for “constructing 
and improving needed hospitals.” In 
approving allotments the public health 
service is directed to take account of 
the state’s needs for additional hos- 


| pitals and its financial resources. 


Standards for State Plans 


To be approved, a state plan must 
provide for (1) financial participation 
by the state; (2) administration or 
supervision of the plan by the state 


| health agency; (3) employment of per- 


| sonnel on the merit basis; (4) methods | 





monly called cash benefit for wage loss. | 


Appropriations Authorized 


The appropriations authorized may 
be summarized as follows: (1) for 
title 5 (maternal and child health, and 
crippled children), $23,500,000 to be 
spent in 1940, $47,500,000 in 1941 and 
$72,500,000 -in 1942; (2) for title 6 
(public health work by states and in- 
vestigations by the U. S. Public Health 
Service), $19,500,000 to be spent in 
1940, $30,000,000 in 1941 and $65,500,- 
000 in 1942; (3) for title 12 (general 
hospitals), $8,000,000 plus $1,000,000 
for administration in 1940, $50,000,000 
in 1941 and $100,000,000 in 1942; (4) 
for title 13 (medical care program), 
$35,000,000 in 1940, and (5) for title 
14 (cash indemnity insurance), $10,- 
000,000 plus $250,000 for administra- 
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of establishing and maintaining stand- 


| 





ards and remuneration for manage- | 
ment; (5) ownership of the hospitals | 


by the state or its political subdivisions, 
and (6) a system of financial support 
“that will give reasonable assurance of 
continuing maintenance of added hos- 
pitals and of their potential availability 
to all groups of the population in the 
designated area, subject only to the 
suitability of the hospitals for particular 
diseases and conditions and tc the finan- 
cial arrangement for payment for 
service.” 


Highway Accident Bills 
Sponsored by Two State 
Hospital Associations 


Two state hospital associations, North 
Carolina and Pennsylvania, are seeking 
action from their respective legisla- 
tures on proposed highway accident 
bills. 

The bill sponsored by the North 
Carolina Hospital Association calls for 
the creation of a fund to reimburse 
hospitals in North Carolina, at the rate 
of $3 per day for a maximum of twenty- 
one days on any one admission, for 
service to residents injured as a result 
of motor vehicle accidents on the public 
highway. The bill has been introduced 
in the state senate and referred to the 
senate finance committee, which held a 
hearing on March 16 and deferred 
action pending a future hearing. 

The highway accident bill to be in- 
troduced at the next session of the 
Pennsylvania legislature provides for 
the allocation of 25 cents from each 
license fee to be set aside as a fund to 
reimburse hospitals for the care and 
treatment of those injured in automo- 
bile accidents who are unable to pay 
the minimum cost. 





Hospital Plans Reorganization 


Directors of the Broad Street Hos- 
pital, New York, have submitted to 
the referee in bankruptcy a plan for the 
reorganization of the hospital that will 
permit it to be discharged from bank- 
ruptcy and to continue to operate as 
a going institution. The plan was 
drawn up by a group of doctors headed 
by Dr. William Sharpe, chief of the 


| medical staff. Under the arrangement, 
| the doctors’ group will have voting 
| control and will be entitled to elect 


Professional advisory councils must | 


be set up in each state but the only 


| specific duty assigned to them is to 
consult on methods of maintaining 


standards of administration. 

The laborers employed in construct- 
ing the hospitals must be paid at pre- 
vailing wages in the locality as deter- 


mined by the commissioner of labor | 


statistics. The U.S.P.H.S. may utilize | 


the P.W.A. or other appropriate fed- 


eral agencies to review plans and speci- | 


fications and to supervise construction 
or repair. 


(Continued on page 118) 


two-thirds of the new board of direc- 
tors. Administrative control of the hos- 
pital will be placed in the hands of 
a group of prominent citizens. 





Rochester Expands Hospital Care 


Responding to requests from com- 
munities in the outlying territory 
around Rochester, N. Y., the directors 
of the Rochester Hospital Service Cor- 
poration announce that the plan is ex- 
tending the scope of its activities to in- 


| clude all of the six counties adjacent 


to Rochester. The membership is to 
be increased one county at a time. 
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Hospital Service Plan 
Makes 25 per Cent Cut 
in Payment to Hospitals 


Because of unusually high utilization 
of hospital care, the Associated Hospital 
Service of New York has recently re- 
quested and received approval from the 
New York State Department of Social 
Welfare to make a temporary reduction 
of 25 per cent in the payments to hospi- 
tals for services to their subscribers. 
The reduction has been authorized for 
April, May and June of this year only. 
In spite of this cut, subscribers will con- 
tinue to receive the full benefits stated 
in their contracts, it has been announced 
by the organization. 

Various studies are being made to 
discover the exact causes of the exces- 
sive utilization. Preliminary analyses 
seem to indicate that it is owing to 
the high illness rate among individually 
enrolled — subscribers and _ especially 
formed groups; to the epidemic of 
upper respiratory infections, and to ad- 
missions for conditions not covered by 
the contract. 

At a recent meeting of the Greater 
New York Hospital Association, the 
hospitals voted to accept the reduction 
in payments. Frank Van Dyk, execu- 
tive vice president of the service, an- 
nounced that several steps are being 
taken to overcome present losses. Hos- 
pital and medical advisory groups have 
been formed to counsel with the serv- 
ice; an actuary has been appointed and 
an actuarial and research committee 
formed, and special provision has been 
made for a medical scrutiny of admis- 
sions. 

“No clearer demonstration of the 
soundness of nonprofit hospital serv- 
ice plans could have been made than 
the agreement of the 280 member hos- 
pitals to guarantee hospital care to 
subscribers through the existing serv- 
ice contracts,” declared Dr. Basil C. 
MacLean, chairman of the commission 
on hospital service, which was holding 
a regularly scheduled meeting in New 
York City on March 25. 





Three New Buildings Asked 


Trustees of Miami Valley Hospital, 
Dayton, Ohio, at the annual meeting 
of the board, were informed by Dr. 
E. R. Crew, superintendent of the hos- 
pital, that three new buildings were 
needed. The hospital should have a 
new addition to the nurses’ home, a 
new laundry and further accommoda- 
tions for the increasing number of 
patients in order to improve its service, 
Doctor Crew declared. 
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Working With Health Department 


How hospitals can cooperate with | 
local public health departments was | 
described by Dr. George H. Ramsey, | 


commissioner of public health, West- 
chester County, N. Y., at a recent meet- 


| 
| 


ing of the Westchester County Hos- | 


Commodore, New York City. Doctor 
Ramsey urged a careful check-up, in- 
cluding chest x-rays, Wassermanns, 
blood counts and urinalyses, of every 
patient entering the voluntary hos- 
pital’s wards and private rooms. He 
also recommended frequent physical 
examination of hospital employes, 
stressing the need for x-rays of the 
student nurses and interns. 





College of Surgeons Holds 
Regional Meeting in Baltimore 


Hospital sessions of the regional 
meeting of the American College of 
Surgeons held in Baltimore taxed the 
capacity of the Lord Baltimore Hotel. 
Even at the start, it became apparent 
that the room provided for conferences 
on hospital problems would be in- 
adequate, and by the time the afternoon 
audience had assembled, the main din- 
ing room of the hotel had been trans- 
formed into a meeting hall. 

The need for a general tightening 
of requirements and unification of 
standards for voluntary hospitals was 
stressed by several of the speakers, in- 
cluding Dr. George Crile of Cleveland, 
chairman of the board of regents of the 
college; Dr. Harold Earnheart, assistant 
director of the college; Raymond P. 
Sloan, associate editor of The MopERN 
Hospitat, and Dr. George O’Hanlon, 
medical director, Jersey City Medical 
Center. 

General discussions and round tables 
on present day problems brought out 
various viewpoints by hospital execu- 
tives from the five states represented. 
Among those contributing were Dr. 
Lewis E. Jarrett, Medical College of 
Virginia, Richmond; F. Stanley Howe, 
Orange Memorial Hospital, Orange, 
N. J.; Howard E. Bishop, Robert 
Packer Hospital, Sayre, Pa.; Irene Ros- 
zel, Alexandria Hospital, Alexandria, 
Va., and F. V. Altvater, Duke Hospital, 
Durham, N. C. 





Ohio Osteopaths Attack Bill 


The Ohio legislature is considering 
a bill to authorize the establishment of 
nonprofit corporations to provide volun- 
tary medical care insurance. The bill, 
sponsored by a group of Ohio physi- 
cians, has been attacked by the osteo- 
paths who are anxious to amend it. 





Three New Institutes Are 
Planned Including One 
for Pan-American Nations 


Three new institutes for hospital ad- 
ministrators are being planned by the 


. Ra | 2 i y of Hospital Admin- 
pital Association held in the Hotel | cena College habeas oi: dmin 
| istrators in cooperation with various 


educational agencies and local hospital 
groups. 

A Pan-American institute, designed 
especially for hospital people of Cen- 
tral and South America, will be held 
next fall in Puerto Rico. The Univer- 
sity of Puerto Rico is cooperating in 
the planning. 

Columbia University and the Greater 
New York Hospital Association are 
cooperating on an institute in New 
York City which will probably be held 
this summer. Definite plans will be 
announced next month. A third new 
institute is being considered for New 
England in 1940. With the western, 
southern, Minnesota, Chicago and To- 
ronto institutes, these eight courses will 
provide educational opportunities to 
hospital administrators in practically all 
sections of the country. 

The college is making arrangements 
to provide skilled income tax consulta- 
tion service to its members concerning 
their personal income taxes. It has ap- 
proved in principle the idea of pub- 
lishing a journal entitled “Hospital 
Administration Review.” This would 
be designed to carry longer articles than 
can be accommodated in the hospital 
magazines. No advertising would be 
accepted. 





Greater New York Fund 
Opens Drive on April 17 


Thomas I. Parkinson, president of 
the Equitable Life Assurance Society 
of the United States, will direct the 
general campaign of the Greater New 
York Fund for 1939, which opens 
April 17. 

With this announcement, the re- 
cruiting of a gigantic army of volun- 
teer workers to aid in raising the ten 
million dollars needed by the 379 vol- 
untary health and welfare agencies par- 
ticipating in the Greater New York 
Fund was begun. 

Mr. Parkinson, in addition to hav- 
ing been a practicing lawyer in Phila- 
delphia, has been director of the legis- 
lative research department of Columbia 
University and professor of legislation 
on the law and political science facul- 
ties of that school. He is also active 
on the boards of several prominent 
business and philanthropic organiza- 
tions. 
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New Englanders Hear Mountin Outline 
National Advisory Bureau for Hospitals 


| of personnel relations within the organi- 
| zation is worthy of much study or 
| analysis. 


Voluntary versus government health 
programs was the main subject for dis- 
cussion at the seventeenth annual meet- 


ing of the New England Hospital | 
| there exist an art and a science of 


Association held in Boston, March 9 to 
11. Dr. Joseph W. Mountin, a member 
of the federal Technical Committee on 
Medical Care, outlined the plan where- 
by a national bureau would be estab- 
lished to advise and furnish financial 
support for hospitals. The actual op- 
eration of the system would be done 
by state public health departments. 

“In planning for the future,” Doctor 
Mountin pointed out, “the first step is 
to take account of present assets and 
deficiencies; the latter especially must 
be brought into focus since this is the 
area in which remedial measures must 
be applied. . . . The question is not 
whether voluntary hospitals can be util- 
ized in a national health program; 
rather, it is how and where their re- 
sources must be supplemented in order 
that the needs of various groups and 
classes of the population may be sat- 
ished in reasonable measure.” 

Much discussion followed Doctor 
Mountin’s talk. Members of the asso- 
ciation sought directly to ascertain the 
effect of the government’s proposed 
program upon the present voluntary 
hospital system of the country. In its 
present stage of development, the full 
significance of the plan is unpredict- 
able. While providing assurance that 
it is the intention to coordinate all ex- 
isting facilities with proposed expan- 
sion where needed, the speaker added 
that government intervention in medi- 
cal and hospital care will be a necessity 
unless there is an increase in the aver- 
age American’s pay check. 

Cooperation between governmental 
and nonprofit hospital insurance agen- 
cies in caring for the indigent was 
urged by C. Rufus Rorem, director of 
the committee on hospital service of 
the American Hospital Association. 
No arrangements of this kind have yet 
been established, he explained, but 
plans are being considered by Ohio, 
Missouri, Minnesota and California 
agencies. 

Personnel problems, another subject 
of paramount importance to every hos- 
pital executive, were covered by James 
A. Hamilton, superintendent, New 
Haven Hospital. It is strange that the 
administrator will spend hours de- 
veloping a new stores control system or 
a technic of medical service, he pointed 
out, yet does not feel that the problem 
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“I would urge that we recognize that 


handling personnel as human beings 
within an organization. We will find 
time and money well spent in terms of 
developing more satisfied and satisfac- 
tory personnel and will thus improve 
the quality of service to our patients.” 

Dr. William O. Rice of the Rhode 
Island Hospital, Providence, president 
of the association, presided at the open- 
ing session. Others participating in the 
three day meeting were: Dr. Henry M. 
Pollock, superintendent, Massachusetts 
Memorial Hospital, Boston; Dr. Allan 
Craig, medical director, Eastern Maine 
General Hospital, Bangor, Me.; Donald 
S. Smith, superintendent, Mary Hitch- 
cock Memoria! Hospital, Hanover, 
N. H.; Dr. Elliott P. Joslin, clinical 
professor of medicine, Harvard Medical 
School, and Dr. Warren F. Cook, 
superintendent, New England Dea- 
coness Hospital, Boston. Dr. G. Harvey 
Agnew, president of the A.H.A., was 
the speaker at one of the luncheon 
meetings and conducted a round table 
at the closing session. 

Attendance was good; in addition to 
administrators and department heads, 
there was a substantial number of trus- 
tees. 

Dr. Warren F. Cook was elected 
president, with Dr. Charles F. Wilin- 
sky of Beth Israel Hospital, Boston, 
vice president. Oliver G. Pratt of Salem 
Hospital, Salem, Mass., and Dr. A. G. 
Engelbach of Cambridge Hospital, 
Cambridge, Mass., were reelected treas- 
urer and secretary, respectively. 

Elected to the board of trustees were 
Celia E. Brian, R.N., Brattleboro Me- 
morial Hospital, Brattleboro, Vt.; Dr. 
Joelle C. Hiebert, Central Maine Gen- 
eral Hospital, Lewiston, Me.; Dr. Wil- 
mar M. Allen, Hartford Hospital, Hart- 
ford, Conn.; Donald S. Smith, Mary 
Hitchcock Memorial Hospital, Han- 
over, N. H., and Dr. William O. Rice, 
Rhode Island Hospital, Providence. 





Radio Team to Give Nursing Skit 


The radio team of Lum and Abner 
will devote a major part of their 
broadcast on April 10 to a discussion 
of nurses and their responsibilities and 
compensations. The broadcast has been 
arranged in cooperation with the Amer- 
ican Nurses’ Association. 





Massachusetts Association to 
Start Public Education Program 


A resolution from member hospitals 
for an extensive public education pro- 
gram in cooperation with the public 
education department of the Blue Cross 
was passed by the Massachusetts Hos- 
pital Association at its annual meeting 
held in conjunction with the New 
England Hospital Association in March. 

In addressing the association, R. F. 
Cahalane, executive director of the Blue 
Cross, the hospital care insurance or- 
ganization of Massachusetts, stated that 
nonprofit plans for hospital care are a 
substitute for government controlled 
hospitalization. 

Dr. Eugene Walker, administrator, 
Springfield Hospital, Springfield, Mass., 
was reelected president of the associa- 
tion. Other officers elected include 
Frances Ladd, superintendent of the 
Faulkner Hospital, Boston, vice presi- 
dent; Dr. Norman C. Baker, assistant 
superintendent, Massachusetts General 
Hospital, Boston, secretary, and Dr. 
Warren S. Cook, superintendent of 
New England Deaconess Hospital, 


Boston, treasurer. 





Exhibitors’ Group Changes Name 


The name of the Hospital Exhibitors’ 
Association has been changed to Hos- 
pital Industries Association, according 
to an announcement by Lawrence 
Davis, chairman of the public relations 
committee. The change in name, it is 
emphasized by President Floyd L. 
Martin, signifies the broader scope that 
the association’s activities have assumed. 





Seminar for Graduate Nurses 


A postgraduate seminar course for 
special duty nurses is being presented 
by the Methodist Hospital, Indianapo- 
lis. All nurses who are registered in 
the division of graduate nursing service 
of the hospital are expected to attend 
the series of lectures and those who 
complete the course satisfactorily will 
be given certificates of attendance. 





Out-Patient Time-Table 


The out-patient arrangements com- 
mittee of King Edward’s Hospital 
Fund for London has prepared a time- 
table of the schedule of out-patient de- 
partments of London voluntary hos- 
pitals within 11 miles of St. Paul’s. 
The original suggestion came through 
the Committee of Inquiry, headed by 
the Earl of Onslow, which recom- 
mended that hospitals develop the con- 
sultative side of out-patient work and 
that time-saving methods of procedure 
in accommodation be studied. 
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Voluntary Health Insurance Favored 
by Association of Western Hospitals 


Extensive discussion of the national | 


health program and related topics 
marked the thirteenth annual conven- 
tion of the Association of Western 


Hospitals held in Seattle from Feb- | 


ruary 19 to 23. No action was taken 
on the subject, however, although the 
consensus favored voluntary and op- 
posed compulsory health insurance. 


the discussion of a bill now under 


| 


tions were held concurrently, as well 
as of the western conference of the 
Catholic Hospital Association. 

New officers elected or inducted at 
the meeting include: Harold S. Barnes, 
Latter Day Saints Hospital, Salt Lake 
City, Utah, president, and Clarence J. 


_ Cummings, Tacoma General Hospital, 
| Tacoma, Wash., president-elect, of the 
A highlight of the convention was | 


consideration in the Washington state | 


the charitable hospitals to any physi- 
cian selected by a patient, provided only 


that the physician is duly licensed and | 


is not actually incompetent. The pur- 
pose of this bill is to prevent discrim- 
ination against physicians on_ the 
ground that they hold economic beliefs 


contrary to those of organized medicine. | 


The bill was vigorously assailed by 
Dr. Malcolm T. MacEachern. 
About 1700 hospital delegates and 


exhibitors registered at the meeting. | 
Meetings of the Washington, Oregon | 


and California state hospital associa- 


/and A. L. Howarth, 


legislature that proposes to throw open | 


Association of Western Hospitals; Dr. 
Burton A. Brown, administrator, Pierce 
County Hospital, Tacoma, president, 
administrator, 
Deaconess Hospital, Wenatchee, presi- 
dent-elect, of the Washington State 
Hospital Association; William P. But- 
ler, San Jose Hospital, San Jose, Calif., 
president, and Dr. Glenn E. Myers, 
Los Campanas Hospital, Compton, 
president-elect, of the Association of 
California Hospitals; Wilson B. Coffey, 
Coffey Memorial Hospital, Portland, 
Ore., president of the Oregon Asso- 
ciation of Hospitals. 

Los Angeles was chosen as the place 
for the 1940 convention of the Asso- 
ciation of Western Hospitals. 





New York, San Francisco Fairs 


_ other officers of the plan were all re- 


Will Observe Hospital Day | 


National Hospital Day, May 12, will 
be celebrated at both the New York 
World’s Fair and the San Francisco 
Golden Gate International Exposition. 


At the San Francisco fair a statue of | 


Florence Nightingale is to be unveiled 
with appropriate ceremonies. 


As in previous years, the American 


Hospital Association will present two 
certificates of award, one to a hospital 
in a city of more than 15,000 popula- 
tion; the other to a hospital in a city 
of less than 15,000. A new award 
this year will be a plaque presented 
by the A.H.A. group hospital service 
council to the city in which a group 
of hospitals working together plans the 
most outstanding city-wide program of 
observance of the day. 

During the A.H.A. convention in 
Toronto next September, a tree will 


Foley, founder of National Hospital 
Day. 





Sherman President of Chicago Plan 


The Hospital Service Corporation of 
Chicago at its annual meeting elected 
Robert T. Sherman president to suc- 
ceed the late Taylor Strawn. Mr. Sher- 
man is an attorney and president of 
the Evanston Hospital Association. The 
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elected. They include J. Dewey Lutes, 
superintendent of Ravenswood Hospital, 
vice president; Charles H. Schweppe, 
treasurer; Ronald P. Boardman, assist- 
ant treasurer, and Rev. John W. Bar- 
rett, secretary. 





New State Hospital Building Urged 


A recommendation that a new build- 
ing be constructed to relieve over- 
crowded conditions in the existing New 
Hampshire State Hospital was sub- 
mitted to the legislature by the State 
Planning and Development Commis- 
sion. The cost of the plan suggested 
in the commission’s report is estimated 
at $6,708,200 with an annual expendi- 
ture for twenty-two years of $304,918. 





Religious Orders Buy Hospitals 
Two Chicago hospitals have recently 


b tak by Catholi iza- 
be planted in memory of Matthew O. | ee ne ee 


tions. The Auburn Park Hospital was 
purchased by the Religious Hospitalers 
of St. George and will be known as 
the St. George’s Hospital. Sister Mary 
Kelly, R.N., will be the superintendent. 

The Sisters of Saint Casimir of Chi- 
cago have reorganized the old Frances 
E. Willard Hospital and changed the 
name to Loretto Hospital. The insti- 
tution has a capacity of 175 beds and 
26 bassinets. 


Omaha Has Hospital Care Plan 
The plan for hospital care developed 


| by the Omaha Hospital Council group 


hospitalization committee has opened 


| its offices in the Omaha National Bank 


Building under the name, Associated 


| Hospital Service of Nebraska. All of 








the approved hospitals of Omaha 
united to sponsor the plan. Officers of 
the corporation include Rev. H. E. 


| Hess, superintendent of the Nebraska 


Methodist Hospital, president, and Dr. 
Francis J. Bean, assistant superintend- 
ent, University of Nebraska Hospital, 
secretary-treasurer. 





College to Hold Nursing Institute 


The department of nursing educa- 
tion of the College of Saint Teresa, 
Winona, Minn., will hold an institute 
on examinations and other methods of 
evaluation from May 22 to 24. The 
registration fee will be $2; room and 
meals for the three days will cost $8. 
Dr. Ralph W. Tyler, professor of edu- 
cation, University of Chicago, will be 
the principal speaker. 





Glass Walls in New Hospital 


The general contract for the erection 
of the Triborough Hospital, Jamaica, 
Long Island, N. Y., has been awarded 
to John Kennedy & Company, Inc. 
The building, which will be erected 
on a site adjacent to Queens General 
Hospital, will be nine stories high, of 
fireproof construction. The walls of 
the upper floors will be made of clear 
glass to provide a maximum of sun- 
light. The hospital, designed to ac- 
commodate 530 patients, is to be 


financed by the P.W.A. 





Boonville Sanatorium Expands 


An improvement program calling for 
the expenditure of $2,320,000 and new 
construction that will double the ca- 
pacity of the building has been started 
at Arkansas Tuberculosis Sanatorium, 
Boonville, Ark. The first unit will be 
six stories in height and will have a 
bed capacity of 523. This unit and 
others in the projected expansion pro- 
gram were authorized at a_ special 
session of the Arkansas legislature. 





Missouri Builds Cancer Hospital 


Ground was broken recently for the 
construction of a new $500,000 state 


| cancer hospital for indigent patients at 


Columbia, Mo. Beds will be provided 
in the central building for 90 patients 
in four bed, two bed and single rooms. 
In addition, a clinic will be operated at 
the hospital to provide care for ambu- 
latory cases. 
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SATISFIES EVERYONE . 
PATIENTS AND MANAGEMENT| 


2610; 914 oz Water 


@ A modern survey—nation- 
wide—proved that nearly 
everyone /ikes to drink from 
a thin glass. 

One hundred and twenty- 
one experienced years of 
glassware manufacture have 
taught us how to make thin- 
blown glasses WELL. 


There is just one Safedge— 
the only glassware in the 
world positively guaranteed 
against chipping. 





YOUR PATIENTS WILL PARTICULARLY 


APPRECIATE THESE FEATURES: 
i Safedge is light — effortless to hold. 
2. Safedge is sparkling and crystal clear. 


3. Safedge has a velvet-smooth drinking 
rim. 
YOU WILL 
LIKE THESE CHARACTERISTICS: 


i; Safedge is specially designed to resist 
the shocks of handling and washing. 


a. Safedge offers unusual resistance to 
the extreme temperature changes of sterili- 
zation. 


3. Safedge has a tiny, reinforced drinking 
rim that carries an EXCLUSIVE guarantee 
against chipping. It provides an important 
sanitary feature and greatly reduces annu- 
al glassware replacement costs. 





2633: 5 oz. Fruit Juice 
2603: 14 oz. Iced Tea 


@ Ask your dealer to show 
you a group of Safedge 
samples TODAY. A wide 
variety of appealing styles 
and sizes are available. 
Libbey Glass Company, 
Toledo, Ohio. Chrysler Bldg., 
New York City; LaSalle- 
Wacker Bldg., Chicago; New 
Center Bldg., Detroit; Whit- 
ney Bank Bldg., New Orleans; 
Norris Bldg., Atlanta; 2 
Leader Lane, Toronto. 


LIBBEY SAFEDGE 
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Names in the News 


Administrators 


WituiaM L. WItson, administrative 
assistant of Strong Memorial Hospital, 
Rochester, N. Y., has been appointed 
superintendent of the Geisinger 
Memorial Hospital, Danville, Pa., and 
will assume his duties there on April 
15. Mr. Wilson was a member of the 
first class in hospital administration 
offered by the school of business of the 
University of Chicago, 1934-1935. 


DorotHy Matuews, who for the last 


ten years has been superintendent of | 
the Emergency Hospital, Easton, Md., | 


recently assumed the duties of super- 
intendent of King’s Mountain Memorial 


Hospital at Bristol, Va. She replaces | 


CaroLyn Davis, who resigned recently | 


after directing the hospital since August 
1937. 


Cot. WittiaM H. Mowncrier of the 


Army Medical Corps has accepted the | 
post of superintendent of the South | 


Carolina Tuberculosis Sanatorium, | 


State Park, S. C. He will assume | 


charge of the sanatorium some time 
in the spring. Colonel Moncrief is now 
director of the Army and Navy General 


Hospital, Hot Springs, Ark. Dr. | 


Ernest Cooper, former head of the 
institution, has resigned because of ill 


health. 


CATHARINE Ke ver, R.N., has ac- 
cepted the position of assistant super- 
intendent of the Children’s Hospital 
School, Baltimore. 


Dr. W. R. Summers, atting head of | 


Central State Hospital at Lakeland, 
Ky., has become superintendent of the 
institution. 


Dr. MicHaeL A. CUNNINGHAM has 
been named superintendent and medi- 
cal director of the Jefferson County 
Tuberculosis Hospital, Beaumont, Tex. 
Mrs. CaroLine Van ZANpDT, who has 
been superintendent for the last twelve 
years, is remaining at the hospital in 
an administrative capacity. 


Mrs. Frepa Consicny, superintendent 
of the General Hospital, Pocatello, Ida., 
resigned March 15 to become superin- 
tendent of the Utah Valley Hospital, 
Provo, Utah. 


CiareNcE C. Gipson has been pro- 
moted to the superintendency of the 
Regina General Hospital, Regina, 
Sask., by the board of governors. He 
succeeds the late Dr. H. H. MitcHe t. 
Mr. Gibson has been associated with 
the hospital since 1930. Prior to this 
appointment he was one of two assist- 
ant superintendents of the hospital. 
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Dr. Sacomon Gacnon has been ap- 
pointed head of the Boston Psycho- 
pathic Hospital. He was formerly as- 
sistant superintendent of Metropolitan 
State Hospital, Waltham, Mass. 


Lieut. Brapy J. Dayton, U.S.N., re- 
tired, has been elected superintendent 
of the Peninsula General Hospital, Salis- 
bury, Md., to succeed Mrs. Cora L. 
Watton, who resigned recently. 








Dr. Chas. S. Woods, former head 
of St. Luke’s Hospital, Cleveland. 


Dr. Cuarces S. Woops, for sixteen 
years head of St. Luke’s Hospital, 
Cleveland, has presented his resigna- 
tion. Rosert F. Bincuam, chairman 
of the board of trustees, stated that no 
immediate action on the resignation is 
contemplated. Dr. CHartes T. Way 
has been named medical director of the 
hospital. Dr. W. C. Stoner, who has 
been medical director for the last 
twenty years, has been appointed med- 
ical consultant. 


Mrs. Ciara E. Burke, for the last 
five years superintendent of DeTar 
Memorial Hospital, Victoria, Tex., has 
been named superintendent of the 
Wharton County Hospital now under 
construction at E] Campo, Tex. The 
new hospital will be completed late 
in June. 


Epna Scott, R.N., has been ap- 
pointed superintendent of Randolph 
County Hospital, Winchester, Ind. She 
is a graduate of the Methodist Hos- 
pital School of Nursing, Fort Wayne. 
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Frep W. HEeEFFINGER has been ap- 


_ pointed superintendent of the Man- 


hattan Eye, Ear and Throat Hospital, 
New York, filling the post vacated by 
the retirement of ReuBEN O’Brien. Mr. 
Heffinger has been superintendent of 
the Mercer Hospital at Trenton, N. J., 
for many years, and has been active 
in the New Jersey Hospital Associa- 
tion, of which he was secretary. 


Dr. JosepH C. Barrett, Michigan 
state hospital director, resigned from 
the state hospital commission as of 
March 15. 


Davip Enpres, formerly assistant to 
the late Byron W. Stewart, has been 


| appointed general superintendent of the 


Youngstown Hospital Association, 
Youngstown, Ohio. He will be in 
charge of the north and south side 
units. Mr. Endres joined the hospital 
staff as assistant to Mr. Stewart in 1929 
and has been in charge of the hos- 
pitals since Mr. Stewart’s death. 


Mrs. Beutan R. Burtcn, superin- 
tendent of Swift Memorial Hospital, 
Silver City, N. M., for eight years, 
announced her resignation effective 


March 14. 


Dr. Witt1am W. Reyno ps has been 
designated superintendent of Matty 
Hersee Hospital, Meridian, Miss., a 
state supported institution, to succeed 
Dr. G. L. ARRINGTON. 


Department Heads 


MarcveriITE Hunt, R.N., has as- 
sumed the position of director of nurses 
at Staten Island Hospital, Staten Island, 
N. Y. Miss Hunt succeeds PEARL Epitu 
ParKER, who headed the nurses’ train- 
ing school at the hospital for seven 


| years. 


Beatrice Austin has resigned her 
position as superintendent of nurses 


at the Hospital for Sick Children, 


| Toronto. Miss Austin joined the hos- 
| pital staff in 1921 and was appointed 


superintendent of nurses in 1938. 


Frances Putnam has been named 


| superintendent of nurses of the Rose- 





| 


land Community Hospital, Chicago. 
Her predecessor, Ep1rH BercQuist, re- 
signed to become executive secretary of 
the Illinois State Nurses’ Association. 
Miss Putnam was formerly assistant 
superintendent at Women’s and Chil- 
dren’s Hospital, Chicago. 


Marcaret D. Morcan, a member of 
the faculty of the school of nursing, 
Presbyterian Hospital, Chicago, has re- 
signed to accept the position of director 
of nurses at the Battle Creek Com- 
munity Hospital, Battle Creek, Mich. 
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HOSPITALS CAN HAVE THEIR 


. .« by starting with colorful, sanitary floors 
of Armstrong-Stedman Reinforced Rubber Tile 


OOK at the two illustrations on 
this page and you will see how a 
sanitary, restful floor of Armstrong- 
Stedman Rubber Tile made this ster- 
ilizing room look new, modern, and 
colorful—at moderate cost. 
Quiet and Restful 
This reinforced rubber flooring is 
widely used in hospitals because it 
provides a maximum of resiliency 
and quiet. It offers unusual beauty, 
too, with 56 plain, marble, paisley, 
and two-tone effects to choose from. 
Reinforced for Durability 
And it is durable. The colors run 
through the full thickness of the 
material. Scuffing feet and scraping 
furniture do not wear away their 
freshness and beauty, because the 
rubber is reinforced with strong but 
invisible fibres that resist denting, 
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retard wear, and prevent the material 
from buckling or crazing. 
Armstrong-Stedman Rubber Tile 
can be installed quickly over your 
old floors. Economical to maintain, it 
never needs expensive refinishing. Its 
rich, smooth surface is kept sanitary 
and clean by a daily sweeping and 
an occasional washing and waxing. 


Write for Data 
Let us send you a copy of “New 
Beauty and Comfort in Floors.’ It 


RUBBER TILE - 


LINOTILE (OIL-BONDED) «+ 








BEFORE: Here’s the room 
that had its “face lifted.” It’s 
the sterilizing room at_ the 
Steptoe Valley Hospital, East 
Ely, Nevada, before the new 
Armstrong-Stedman Reinforced 
Rubber Tile was installed. 


AFTER: What a difference! 
The floor looks bright and 
cheerful—and so do the walls. 
They’re Armstrong’s Linowall 
and provide a _ perfect back- 
ground for the new rubber tile 
floor of white sea green and 
two-tone green. The walls are 
No. 700 Green Linowall. 


gives complete information about 
Armstrong-Stedman Reinforced Rub- 
ber Tile. Armstrong Cork Company, 
Building Materials Division, 1210 
State St., Lancaster, Pennsylvania. 





Armstrong manufactures the only 
complete line of resilient floors— 
Rubber Tile, Cork Tile, Linotile (Oil- 
Bonded ), Asphalt Tile, and Linoleum. 
Therefore, our Architectural 3 
Service Bureau can offer un- 
biased advice on all types. 





ASPHALT TILE 


and? RESILIENT , NON-CERAMIC TILES 





CORK TILE - 


LINOWALL 


« ACOUSTICAL CEILINGS 
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Trustees 


Cumton L. Gesuart was reelected 
president of the Fort Hamilton Hos- 
pital, Hamilton, Ohio, at an organiza- 
tion meeting of newly elected trustees. 
Other officers elected are: first vice 
president, Jupce P. P. Bott; financial 
secretary, A. M. Brate; recording 


secretary, ELEANORE W. FRECHTLING, | 


and treasurer, MARTIN LINGLER. 


Rosert Watcott was elected presi- 
dent of the Cambridge Hospital, Cam- 
bridge, Mass., for 1939 at the recent 
corporation meeting of the hospital. 
GerorcE L. Dow was elected vice presi- 
dent and Epwarp INGRAHAM, secretary. 


Dr. Ray Parmer BAKER was re- 
elected president of the Corporation of 
the Samaritan Hospital, Troy, N. Y., 
for his fifth term at the annual meeting 
of the board of trustees. Other officers 
reelected include E. Harotp CLvetrt, 
vice president; Ernest L. WarnckE, 
secretary, and Epcar C. STILLMAN, 
treasurer. 


Grorce W. Mitius, for many years 
a member of the board of directors 
of the Jewish Hospital, St. Louis, has 
been made an honorary member for 
life. His son, Witi1aM S. MI tus, was 
elected in his stead. 


Hersert R. JoHNnson took office as 
president of the Englewood Hospital 
Association, Englewood, N. J., follow- 
ing the resignation of J. WricHt Taus- 
sic at the last meeting of the board of 
governors. Mr. Taussig will continue to 
serve on the board. 





Dr. Samuet P. Duxe became the 
third president of Rockingham Me- 
morial Hospital, Harrisburg, Va., at 
the March meeting of the board of 
trustees. He succeeds the late JupcE 
T. N. Haas. 


Miscellaneous 


Dr. GrorcE BLACKBURNE, Dr. LEROY 
KirKMAN and Dr. JosEPH FEWwsMITH, 
all of whom have been members of 
the staff of St. Michael’s Hospital, 
Newark, N. J., for more than thirty 
years, were presented with gold keys 





_— 


conditions in such state, especially in 
rural areas and among individuals suf- 
fering from severe economic distress, to 
extend and improve medical care (in- 
cluding all services and supplies neces- 


| sary for the prevention, diagnosis and 


| treatment of illness and disability), and 
_ to develop more effective measures for 


at the annual staff dinner of the hos- | 


pital. All three physicians are retiring 
from active service but will remain on 
the staff as consultants. 





Senator Wagner Introduces 
National Health Act of 1939 
(Continued from page 108) 


Federal operating subsidies to be paid 
to hospitals cannot exceed $300 per 
added bed for general hospitals and 
$150 per added bed for mental or 
tuberculosis hospitals in the first year 
of operation. For the second year the 
subsidy is two-thirds of these amounts 
and in the third and final year, one- 
third. 

Title 13 relating to general pro- 
grams of medical care is written in 
such terms that it is impossible to 
state exactly what is intended. The 
key clause reads: 

“For the purpose of enabling each 
state, as far as practicable under the 





Coming 


April 11-18—Ohio Hospital 
Deshler Hotel, Columbus. 

April 13-15—Southeastern Hospital Confer- 
ence = Georgia, Alabama, Mis- 
sissipp: mag ands Roosevelt Hotel, 
Jacksonvill le, Fla. 

April 20-22—Carolinas-Virginia Hospital 
Conference, Roanoke Hotel, Roanoke, Va. 

April 20-21—Mid-West Hospital Association, 
Hotel Eastman, Hot Springs, Ark. 

April 21-22—Texas Hospital Association, 
Fort Worth, Tex. 

April 24—National League of Nursing Edu- 
cation, New Orleans. 

April 24—Board of Hospitals, Homes and 
Deaconess Work of the Methodist Episco- 
pal Church, Kansas City, Mo. 

April 24-26—Iowa Hospital Association, 
Cedar Rapids. 

April 26-28—Hospital Association of Penn- 
sylvania and Pennsylvania Association 
of Nurse Anesthetists, Bellevue-Stratford 
Hotel, Philadelphia. 

May 3-5—tTri-State Hospital Assembly, 
Stevens Hotel, Chicago. 

May 3-5—Ontario Hospital Association, 
Royal York Hotel, Toronto, Ont. 

May 8—Mississippi Hospital Association, 
Gulfport. 

May 15-19—American Medical Association, 
St. Louis. 

May 17-19—Hospital Association of New 
York State, Hotel Pennsylvania, New 
York City. 

May 25-27—Minnesota Hospital Association, 
St. Paul. 

June 1-4—National Executive Housekeepers 
pEnenenn, William Penn Hotel, Pitts- 
urgh 


Association, 





Meetings 


June 8-10—New Jersey Hospital Assoc‘a- 
tion, Hotel Dennis, Atlantic City, N. J. 

June 12-16—Catholic Hospital Association, 
Milwaukee Auditorium, Milwaukee. 

June 15-16—New Brunswick Hospital As- 
sociation, Mount Allison University, 
Sackville, N. B. 

June 15-17—Institute for Directors of 
Schools of Nursing, University of Chi- 
cago, Chicago. 

June 18-24—American Association of Med- 
ical Social Workers, Buffalo, N 

June 22—Manitoba Hospital Association, 
Winnipeg, Man. 

June 25-28—American Sanatorium Associa- 
tion, Boston. 

July 31-Aug. 12—Southern Institute for 
Hospital Administrators, Duke Univer- 
sity, Durham, N. C. 

Aug. 13-15—National Hospital Association, 
New York City. 

Aug. 27-Sept. 1—American Dietetic Asso- 
ciation, Ambassador Hotel, Los Angeles. 

September 5-16—Institute for Hospital Ad- 
ministrators, University of Chicago, Chi- 
cago. 

Sept. 11-15—American Congress on Ob- 
stetrics and Gynecology, Cleveland. 

Sept. 19-23—International Hospital Associ- 
ation, Toronto, Ont. 

Sept. 21-22—Canadian 
Toronto. 

Sept. 24-25—American College of Hospital 
Administrators, Toronto. 

Sept. 25-29—American Hospital Association, 
Toronto. 


Hospital Council, 
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the carrying out of the purposes of 
this title, including the training of per- 
sonnel, there is hereby . . . appropri- 
ated,” the sum of $35,000,000. 
Allotments are to be made by the 
Social Security Board on the basis of: 
(1) the state’s population, (2) the 
number of individuals in need of the 
services, (3) the special health problems 
and (4) the financial resources. 
Federal grants are to be made to the 


| states in inverse ratio to their per capita 








incomes. Under title 13, the federal 
grants vary from 50 to 162/3 per cent 
of the total state expenditures; under 
all other titles they vary from 662/3 
to 33 1/3 per cent. 





Hot Springs to Be Host 
to Mid-West Association 


The thirteenth annual meeting of 
the Mid-West Hospital Association will 
be held April 20 and 21 in Hot Springs, 
Ark. The convention delegates will be 
welcomed at the opening session by 
P. P. Patraw, superintendent of the 
National Park Service, Hot Springs 
National Park, and Regina Kaplan, 
superintendent of Levi Memorial Hos- 
pital, Hot Springs, who is president of 
the Arkansas Hospital Association. 

Among the speakers scheduled to 
address the meeting are John R. Thomp- 
son, director of the Arkansas state wel- 
fare commission, describing the hos- 
pitalization of the indigent sick in 
Arkansas; Alden B. Mills, managing 
editor of The Mopern Hospitat, talk- 
ing on personal contacts in public re- 
lations, and Mrs. Elizabeth Woolson, 
R.N., superintendent of Axtell Chris- 
tian Hospital, Newton, Kan., discussing 
standardization of patients’ charges. 

A round table on group hospitaliza- 
tion will be conducted by C. Rufus 
Rorem, director of the A. H. A. com- 
mission on hospital service. 





New Jersey Hospital Reorganized 


Harvey S. Smalley Sr., president of 
the Bound Brook Hospital, Bound 
Brook, N. J., has announced that the 
reorganization of the hospital to a non- 
profit institution has been completed 
and that it will henceforth operate as 
a community enterprise. Richard T. 
Viguers, formerly associated with the 
Church General Hospital at Wuchang, 
China, is the new superintendent. 


The MODERN HOSPITAL 








OPI 


| = htt nt i za * & co oe oe 








Vo! 






































HOBART MIXERS OFFER YOU ENDLESS 
OPPORTUNITIES 10 IMPROVE and SAVE! 


id ee? 
iMPROVE THE QUALITY oF FOO 


R 


ARE YOU GETTING THE MOST out of electric mixing equipment? 
Modern HOBART MIXERS in every size are designed and built for the 
WIDEST range of food preparing tasks. Take the Bench Type Model 
A-200 as an example. In its capacity for beating, whipping, mashing or stir- 
ring, you have “two mixers in one”—with 20-qt. and 12-qt. Bowls inter- 
changeable—performing smaller jobs or heavier work equally well. And 
in addition, this compact Mixer operates LARGE SIZE Attachments for 
chopping meats, slicing and shredding vegetables and fruits, straining 
soups, extracting fruit juices, grinding coffee . . . and numerous other tasks. 
In the HOBART LINE, there’s a Mixer (or a com- odel A-200 | 
bination) to fit your particular needs. Let us tell you ‘TWO MIXE RS | 
about its special features and advantages. Use coupon. IN ONE!" 








Juice 


Soup Strainer - 
atti & Colander Vegetable Slicer Extractor 








A MODEL FOR 
ANY SIZE KITCHEN 


Three bench type models, from 
10 to 20-quart capacities; four 
floor type Mixers, from 30-quart 
up to the four-speed, 80-110-quart 
capacity Super Mixer. 


The Sia 


THE HOBART MFG. CO.,) 904 Penn Ave., Troy, Ohio 


al 0 D § E RVI ( E MA C H | N E § FC Please send descriptions and details of vorious sixes of Hebert 


Mixers ... no obligation. (Check at left other machines on which in- 
formation is desired.) 





Hi Mixers and General Purpose Kitchen Machines. 
HM Potato Peelers [MJ Dishwashers and Glasswashers 


WB Kitchen Slicers [MJ Food Cutters 9 Air Whips 
(Cream Whippers) 





HB KITCHENAID Household Mixers 
HB KITCHENAID Coffee Mills for the Home 
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LITERATURE zz ABSTRACT 


Conducted by E. M. Bluestone, M.D., and William B. Talbot, M.D. 





Social Side of Medicine 


The social responsibility of medicine 
is to provide, for all classes, medical 
care of the highest quality, not merely 
that considered adequate.* 

Coordination of specialists in group 
practice would, under the present sys- 
tem, benefit primarily the self-support- 
ing class. The indigent and those un- 
able to afford this type of care are none 
the less entitled to it. Although it is 
to the credit of the physician that he 
has given gratuitously of his time to 
those who cannot afford to pay, it is 
fundamentally inequitable of society to 
accept these services without remuner- 
ation, and it is economically impractical 
for physicians to offer them. Under the 
present system, the wealthy pay for the 
indigent in the scale of the physician’s 
fees. The burden of caring for the in- 
digent must be distributed so that it 
falls fairly upon the whole population. 
This is possible only if it is transferred 
to the government. 

For the economically marginal por- 
tion of the population some form of 
health insurance on a contributory basis 
is likely to be imposed, in addition to 
the present unemployment insurance. 
While this is of some value it cannot 
provide medical care of high quality 
nor does it provide for the improve- 
ment of that quality. It offers nothing 
to the truly indigent and is entirely in- 
applicable to thinly populated areas. 

Medicine, as it is practiced today by 
the family physician, is in the nature 
of a distributor service. The produc- 
tive, investigative ends have been taken 
over largely by research and educa- 
tional institutes and hospitals. No pro- 
gram that considers only the distrib- 
utors and not the productive services 
can be satisfactory. 

The crux of the situation lies in the 
difference between the productive end 
of medicine in our institutes, hospitals, 
schools and the distributive end. The 
great majority of physicians are en- 
gaged in the latter. The solutions they 
offer would naturally benefit them. 
They demand more privileges in hos- 
pitals and more postgraduate training 
from the schools. They exploit scien- 
tific discoveries to which they have 
contributed nothing. The burden of 
providing all this is divided between 
government and philanthropy. 

If reorganization for improvement of 
medical care is contemplated, produc- 
tion must be considered as much as 
distribution and consumption, because 
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it is production that ultimately deter- 
mines the quantity and quality of the 
medical supply. It is the neglect of this 
in health insurance that lends to a 
deterioration of service. 

The government alone can assume 
the burden of providing, maintaining 
and correlating the necessary medical 
resources. Its attitude and behavior 
need be no more arbitrary or capricious 
than the vagaries of philanthropists at 
present. The costs eventually must be 
met by some form of general taxation. 

It is improvement in medical care 
and not costs or remuneration that is 
the prime objective. No one yet knows 
what the highest quality of medical 
care could cost or what it might be 
worth. The program must be built in 
an evolutionary manner, step by step, 
with an eye to the resources now 
available and the need for developing 
more and better resources and _per- 
sonnel. 


*Peters, John P.: The Social Responsibili- 
ties of Medicine, Ann. Int. Med., October 
1938, page 536. Abstracted by Leonard Tarr, 
M.D. 


Surgical Mask Efficiency 


The average face mask used in the 
operating room is not sufficiently pro- 
ficient in filtering out the bacteria that 
may be present in the expired air of 
the wearer. By the use of the air 
centrifuge of Wells, the author* was 
able to measure accurately the number 
of bacterial colonies found in the air 
of the operating room, and also was 
able to estimate roughly the pollution 
of the operating room air that occurred 
when the wearer of the mask spoke. 

Hart’s work in the sterilization of 
air by means of bactericidal radiant 
energy should be acknowledged, but 
it is more important to prevent con- 
tamination of the air and ‘o control as 
well as restrict the distribution of 
bacteria in the atmosphere of the oper- 
ating room by bacteriologic filtration. 
Where ordinary room air yielded 182 
colonies of bacteria by means of the 
“Wells centrifuge,” two ply cellu- 
cotton, when used as a filter, reduced 
this to six colonies, and six ply cellu- 
cotton filtered out all the bacteria. On 
the other hand, where the room air 
control yielded 164 colonies, two ply 
gauze reduced this to 31 colonies, four 
ply gauze to 24 colonies, six ply gauze 
to 15 colonies and eight ply gauze to 
9 colonies. 


This demonstrated conclusively that 
cellucotton was a better material for 
face masks than gauze. The following 
experiments were then performed: 

Finding the room air to contain 295 
bacterial counts to 10 cubic feet of air, 
an unmasked person talked before the 
machine for a number of minutes, re- 
sulting in an increase to 720 bacterial 
counts. The same person, using an 
eight ply ordinary gauze mask, yielded 
572 bacterial counts and with a four 
ply cellucotton mask the count was 
reduced to 259. The subject also gar- 
gled and rinsed his mouth with a 
1/100 dilution of a culture of B. pro- 
digiosus before talking into the ma- 
chine. Where the control room air 
yielded 185 bacteria per 10 cubic feet 
of air, with the use of a six ply gauze 
mask, 1362 bacteria were found. With 
a six ply cellucotton mask only 210 
bacteria were found, none of which 
was B. prodigiosus. B. prodigiosus 
was used because it was rarely found 
in control samples of the room air. 

Masks are not proficient because of 
the escape or deflection, during loud 
talking, of expired air, above the mask, 
lateral to and on each side of the nose. 

Various types of masks are being 
tested now, and already a disposable, 
tightly fitting face mask is in experi- 
mental use. Where the face mask is 
made of an impermeable material and 
the expired air is deflected around the 
edges, the pollution of the air is almost 
as great as if no mask were worn. 


*Arnold, Lloyd, M.D.: A New Surgical 
Mask, Arch. of Surg. 37:1008, 1938. Ab- 
stracted. by Arthur H. Aufses, M.D. 


Vacations With Pay 


More than 3,500,000 wage earners 
received vacations with pay in the in- 
dustrial groups covered in 1937* This 
number represents 39 per cent of the 
total number engaged in manufactur- 
ing industries and 37 per cent of the 
total employed in manufacturing, min- 
ing, crude petroleum producing, laun- 
dry and dry cleaning establishments 
combined. Vacations with pay are gen- 
erally denied or are less extensive in 
those organizations where low wages, 
seasonal activity or heavy work pre- 
vail. Mining and quarrying, as well as 
lumber and textile groups are men- 
tioned as examples. Approximately 70 
per cent of the plants that reported paid 
vacations had started them between 
1930 and 1937, and about 40 per cent 
gave vacations for the first time in 
1937. The survey covers approximately 
90,000 firms. 


Extent of Vacations With Pay in Industry, 
1937, Monthly Labor Review of the Bureau 
of Labor Statistics, U. S. Department of Labor, 
August 1938. Abstracted by J. Goodfriend. 
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B-D MEDICAL CENTER 
MANOMETER 





UTILITY STYLE 


FOR HOSPITAL 











HE Utility Style B-D Medical Center Mano- and 
T] conse Manometer has proved meter (Utility OFFICE USE 
itself a thoroughly practical Style) has a 


blood pressure apparatus, which 
satisfies practically every demand 
in hospital or office use. 

This “‘utility style’’ instrument 
can be used on a bed or on a bedside 
table, on a chair or on an office 
desk. The heavily weighted base 
keeps it from tipping even though 
swung in a 90° arc. Hundreds of 
institutions have replaced their 
‘“case’’ types with 


strong sheet 
metal back, chromium-plated, to 
which is attached a two-way hook 
for holding the inflation system and 
for carrying purposes. The instru- 
ment board is solidly molded of one 
piece Bakelite. Mercury-metal con- 
tact is eliminated, disposing of two 
nuisances, rust and amalgamation. 
The cost is no greater than that of a 

pocket style Manom- 


this more suitable B-D PIRODUCTS eter — advantages 


hospital instrument. 
The B-D Medical 
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Made for the Profession 


for Hospital and Of- 


fice use are evident. 





BECTON, DICKINSON & CO., RUTHERFORD, N. J. 
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FROM 
THE 
LAND 
OF 
POI 
AND 


PINEAPPLES 


DOLE PINEAPPLE JUICE 


Hawaiian Pineapple 
Co., Ltd., also packers 
of Dole Pineapple 
“Gems,” Sliced, 
Crushed, Tidbits, and 
“Royal Spears.” 
Honolulu, Hawaii, 
U. S. A.—Sales Of- 
fices: San Francisco, 
California. 


Preparing poi in Hawaii re- 
quires patience. But serving 
patients Dole Pineapple Juice 
from Hawaii requires only a 
moment—and brings a world 
of thirst-satisfaction. Zestful, 
fragrant, appetizing. Dole 
Pineapple Juice is just the 
pure, natural juice of sun- 
ripened pineapples. Drink it 
yourself, too, for breakfast— 


for afternoon refreshment. 


FROM HAWAII 
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BOOKS ON REVIEW 


THE STORY OF THE LYING-IN HOSPITAL OF THE 
CITY OF NEW YORK. By James A. Harrar, M.D,, 
Attending Obstetrician and Gynecologist, the Lying-In 
Hospital. New York: The Society of the Lying-In Hos. 
pital, 1938. Pp. 83. Illustrated. 





Doctor Harrar is well qualified to write the history of the 
Lying-In Hospital. His story is based on recorded facts and 
has the charm of simplicity and the drama of a human 
struggle carried on against great odds to an ultimate tri- 
umph of sound achievement. 

The book is a brief but graphic review of the develop- 
ment of the hospital from the time the plan was first con- 
ceived in 1798, through the vicissitudes of 139 years, to the 
present. 

It was under the auspices of the Lying-In Hospital that 
male medical students were first permitted in a maternity 
ward to witness deliveries. The training of medical students 
and nurses in obstetrics and the story of the advancement 
of obstetrical science run parallel with the history of this 
hospital. 

There are amusing interludes: the characteristic brevity 
of the first patients’ charts, the early hospital rules, the diet 
of molasses three times a day approved for obstetrical 
patients. 

Noteworthy, above all, is the statistical proof of the hos- 
pital’s success, the reduction of maternal mortality from four 
deaths in every hundred labors before the organization of 
the Lying-In Hospital to one death in 317 labors in the 
year 1918. 

No one, either professional or layman, can read this story 
without a feeling of admiration for the energetic and dis- 
tinguished group who saw a great need and devoted their 
intelligence and skill to alleviate it—Epna H. NeEtson. 


1938 YEAR BOOK OF PHYSICAL THERAPY. Edited 
by Richard Kovacs, M.D. Chicago: The Year Book Pub- 
lishers, 1938. Pp. 486. $2.50. 


Physical therapy has been developing at a rapid pace with 
gratifying results. Many hospitals now have physical therapy 
departments with adequate personnel and doctors in charge, 
and this book serves a timely need. Up to the present time 
there has not been available such a fine collection of sum- 
marized articles dealing with all phases of physical therapy. 
Doctor Kovacs considered more than 1000 articles in 93 
scientific publications from 15 countries; from these he 
selected 323 of the best contributions for the year. Much 
time has been spent in the preparation of this book and it 
will assist the busy practitioner and the directors of physical 
therapy departments in getting a quick and intensive survey 
of the field for the past year. 

The volume is divided into two parts. Part 1 discusses 
physical therapy methods; part 2 is devoted to applied 
physical therapy on cardiovascular and peripheral vascular 
disease, lung and abdominal conditions, arthritis and 
rheumatoid arthritis, gonorrhea and syphilis, and traumatic, 
orthopedic, paralytic, neurologic, mental, pediatric, gyneco- 
logic and genito-urinary diseases. 

The book is well written and the comments by the author 
are good.—C. D. Moranper, M.D. 
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S U N FILLE D elles ce 


ORANGE JUICE (57, 


Made from SUNFILLED Orange Concentrates— Per Gallon 
just the water taken out and nothing added—no 
sugars, acids, preservatives or adulterants. 











Ready to use when the water is returned. Hospital Administrators and Dietitians use 
it to advantage. It is pure. The quality is constant. Is easily and quickly prepared for 
use. Saves refrigeration space and freights. There is no waste. The cost per gallon is | 
low and will not fluctuate. A reliable source of supply in and out of season. ORANGE 
SUNFILLED Grapefruit Concentrate may be had to cost you only 50c gal. Milita: 


Write for samples and full dietetic information. 


CITRUS CONCENTRATES, INC. 


DUNEDIN, FLORIDA, U. S. A. 
Buffalo Office, 220 Delaware Ave. New York Office, 545 Fifth Ave. 
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LTALI Trays are Quiet 
poet and Sanitary 


Patients appreciate the restful quiet of Boltalite tray service. 


be 


gy Made of sound arresting material, they will not clank or 
‘ea ' ~ bang and prevent disturbing noise in rooms, wards, corri- 


dors and kitchens. 


Boltalite trays are readily sterilized; they may be sent 
right through the dishwasher without harm. They are good 
looking and being solid Boltalite there is no surface finish 


to chip, peel, mar or scratch. 


These trays are economical and will withstand years of 
hard usage. They are available in round, oblong and oval 
shapes. The convenient coupon below will bring full infor- 
mation about Boltalite products. 











THE BOLTA COMPANY 
ee ene NT ee LAWRENCE MASS. 
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M.BURNEICE LARSON, DIRECTOR 


No matter where you live. . 
Seattle, Miami, San Diego, 
Montreal. . . Chicago... 





Our Medical Bureau has applications for finer employes 





from individuals and hospitals in practically every State in | 


the Union, from many points outside, because we are famed 


for our success in fitting new people into satisfying posi- | 
tions; and, because Chicago is centrally located. Air mail | 


and telegraph, photographs and records make distance 
no barrier. 





We will help you find the place you want no 
matter where you live today, no matter where 
you ask for location. 


Distance is never a barrier. The telephone, the 
air mail letter, the night letter make Seattle or 
Miami or San Diego or Montreal... or any place 
you live. ... as close to Chicago as though you 
registered with us from Elgin, Illinois, a scant 
forty miles away. 


No matter where you live... .no matter where 
you ask to go... we'll help you find the finer task 
you want, provided only that you have integrity, 
that you have common sense and earnestness, 
that you have that kind of understanding that 
gets its work done always better than it need be 
done .... and Jove the doing it. 


No matter where you live... . if you are a phy- 
sician, an administrator, a staff nurse, a dietitian, 
a laboratory worker, anaesthetist or supervisor 

. or if you need finer employes, we ask that 
you write to us; we are famed for finding just 
what you want. 


THE MEDICAL BUREAU 


55 E. Washington Street 
CHICAGO, ILLINOIS 
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RELAXATIVES 


How About the Other Four? 
® Doctor: “Don’t worry about this operation. In my 
experience 96 per cent come through all right.” 
Patient: “That may be so, but in the other four cases 
you were 100 per cent wrong.” 


The Oath of Janus 

© I swear by Janus, the two-faced god with a key, and by 
all the gods and goddesses that, according to my ability and 
judgment, I will keep this Oath and this stipulation—to 
reckon them who taught me equally dear to me as my 
parents, to share my substance with them and relieve their 
necessities if required; to look upon their offspring in the 
same footing as my own brothers, and to teach them, if 
they wish to learn, without fee or stipulation; and that by 
precept, lecture, apprenticeship and every other mode of 
instruction, even unto the awarding of a parchment, I will 
impart a knowledge of the janitors’ art to my own sons and 
those of my teachers and to disciples bound by a stipulation 
and according to the law of hospitals. 

I will follow that system of regimen which, according to 
my ability and judgment, I consider for the benefit of the 
patients and abstain from whatever is deleterious and 
mischievous. 

I will countenance no cutting solely for shekels nor the 
division thereof for the induction of sleep. 

I will not be content merely to provide a hotel for the 
sick nor to confine myself to keeping it clean and without 
debt. I will not judge the success of my house by the num- 
ber of my guests or the amount of their payment, but I will 
hold fast to ideals of truth and skill in their treatment even 
unto a restriction of my guests and of their physicians. 

I will not bear false witness against my neighbor janitor 
or against their houses and will abstain from every volun- 
tary act of mischief and corruption. 

I will encourage the females of my household to strive 
first to serve the sick rather than to achieve matrimony. 

In nourishment and in nursing and in social service and 
in other things, I will not confuse the babble of words with 
the advance of a science or the improvement of an art. 

Whatever I see or hear, in the life of the hospital, which 
ought not to be spoken of abroad, I will not divulge, even 
though I be sorely tempted by old women of both sexes or 
by members of the board of managers or by others who 
suffer from meddlers’ itch. 

While I continue to keep this Oath unviolated, may it be 
granted to me to enjoy life, respected by all men, in all 
times! But should I trespass and violate this Oath, may the 
reverse be my lot——TueE JAniror. 





Too Seriously Speaking 

© The pathological intern. 

The psychiatric intern. 

The cardiac nurse. 

The mechanical dentist. 

The headworker. 

The skin man. 

Superficial therapy. 

Taking an x-ray. 

Removing “the pathology.” 
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Protect this 
CONFIDENCE 


placed in you by surgeons and 
patients. 


Install this better, safer, most mod- 
ern, more economical apparatus 
for administering anesthetics. Make 
anesthesia safer. Next time you 
order Nitrous Oxid, Ethylene, 
Cyclopropane, Carbon Dioxid and 
Oxygen... 


Say “OHIO” 
HEIDBRINK DIVISION 


2633 FOURTH AVENUE, SO. 
MINNEAPOLIS, MINNESOTA 
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No one individual appreciates more fully, or 
feels more keenly the CONFIDENCE — Faith — 
and Trust placed in him by his fellow men — 
than does the physician and surgeon. 


Men and women of every age — from every 
walk of life—place their life—the lives of their 
loved ones in his hands, having the utmost 
CONFIDENCE and Faith not only in his skill 
and ability to restore health—but also CONFI- 
DENCE in his selection of hospitals. 


Every day the surgeon leads suffering, hope- 
ful humanity to the door of your hospital. Is 
your surgery so equipped as to justify this 
CONFIDENCE? 

Leading hospitals throughout the country have 
justified this confidence by the installation of 
the Heidbrink Kinet-O-Meter and the use of 
“Ohio” gases. 




















The Heidlrink KINET-0-METER 


is scientifically correct . . . The trouble-free Dry Float flow meter. . . its 
simplicity . . . the ease and convenience of its operation . . . all enable 
the surgeon to proceed with the utmost CONFIDENCE. The Heidbrink 
Kinet-O-Meter is safe ... simple ... and economical. It is universally 
accepted by America’s leading physicians and anesthetists as the stand- 
ard of excellence. Cabinet, Stand or Cart Models. 


Olio ANESTHETIC GASES 


In modern cylinders . . . with sealed valves ... together with their 
uniformly high purity . .. give the surgeon supreme CONFIDENCE. 
Ohio’s staff of specialized chemists are ever watchful that this CON- 
FIDENCE is not misplaced. Their constant vigilance, their ceaseless and 
exhaustive research, are your guarantee that the contents of each Ohio 


cylinder . . . is worthy of that CONFIDENCE. 


Ask your surgical supply dealer or write us for detailed 
information on Heidbrink apparatus and Ohio gases. 









The OHIO CHEMICAL 2 MFG. CO. 


PIONEERS AND SPECIALISTS IN ANESTHETICS 
1177 MARQUETTE STREET, CLEVELAND, OHIO 
BRANCHES IN ALL PRINCIPAL CITIES 
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SPECIAL OFFER on 10's sarD THAT— 


JOHNSONS FLOOR 


POLISHES! 


Sturdy, long-handled, 
8-inch Lamb’s Wool 


APPLIER 
FREE! 


With every 5-gallon can 
you buy of either Johnson's 
No-Buff Floor Finish 

or Johnson's Traffic Wax. 
No limit to customer. 


(Offer expires July 1,1939.) 









JOHNSON’S NO-BUFF FLOOR FINISH 
—the remarkable new product that 
needs NO RUBBING Of POLISHING — 
shines as it dries. 


JOHNSON’S TRAFFIC WAX (Paste or 
Liquid) the tough, long-wearing pol- 
ishing wax gives floors lasting beauty. 


ORDER 
FROM YOUR 
JOBBER! 


If he cannot 
supply you, MAIL 
THIS COUPON 


Both of these products are specially 
made to withstand heavy traffic. 


S. C. Johnson & Son, Inc., Dept. MH-4, Racine, Wis. 
Please send me name of nearest jobber stocking your Free Applier Deal. 


Name. 


Address 











City State 
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For a limited time, distributors of the floor products of 
S. C. JoHNson & Son, INc., Racine, Wis., will supply, free 
of charge, a lamb’s wool applier with each 5 gallon order 
of floor finish or traffic wax. ... An illustrated brochure 
presenting complete information on planning and equipping 
the modern library may be obtained from Gay orp Bros., 
Inc., Syracuse, N. Y. ... Vestat CuemicaL Lasorartoriss, 
Inc., 4963 Manchester Avenue, St. Louis, is offering two 
heavy-duty floor seals, Vesco-Seal and Pyra-Seal, that pro. 
tect, preserve and beautify floors. 


The newest addition to the Autosan dishwashing division 
of Cott’s Patent Fire Arms Merc. Company, Hartford, 
Conn., is designed to give big machine efficiency in the 
average sized kitchen where time and space are important. 
. .. High pressure safety is one of the functions of the new 
combustion regulator designed by MinNEAPOLIS-HONEYWELL 
RrGuLATOR Company, Minneapolis, for use with a gas fired 
boiler. . . . In order to promote greater efficiency, economy 
and satisfaction in washrooms, Scorr Paper Company, 
Chester, Pa., has just published an attractive booklet, “Scott 
Washroom Advisory Service.” 


GENERAL FIREPROOFING CompPANy, Youngstown, Ohio, an- 
nounces a modern aluminum chair upholstered in colorful 
Cavalon material... . : A completely stainless steel table is 
offered by S. Brickman, INc., Weehawken, N. J.; it may 
be placed bodily in a disinfector and sterilized. . . . The 
“Snow White” cabinet clothes dryer, manufactured by the 
WiuiaMson Heater Company, Cincinnati, dries one batch 
of clothes while the next batch is being washed. 


A new type of cleaning material, designed primarily for 
machine or hand washing of dishes and glassware, pre- 
vents formation of hard water spots and films; it has just 
been developed by Oakite Propucts, INc., 22 Thames 
Street, New York. Something different in dental 
operating cabinets is a portable revolving cabinet for use 
in prosthetics and general practice and for treatment and 
exodontia work, created by the AMERICAN CaBINET Com- 
PANY, Two Rivers, Wis. 


Instructive information on the mechanical aspects of 
administering oxygen for therapeutic purposes is presented 
in the revised edition of the publication, “Handbook of 
Current Practices in Operating Oxygen Therapy Equip- 
ment,” which may be obtained from Tue LinpE Arr Prop- 
ucts Company, 205 East Forty-Second Street, New York. 
. . » Detroit-Micuican Stove Company, Detroit, presents 
Garland commercial gas cooking equipment in the new 


77 page catalog No. H-39. 


Copavin, new product of Ext Litty, Indianapolis, in tablet 
and pulvule form is suitable for the control of coryza in 
older children and adults while the elixir, known as 
Copavin Compound, is convenient for infants and small 
children. . . . The Economy coffee faucet, Economy Faucet 
Company, Newark, N. J., ensures excellent coffee at all 
times because it can be kept absolutely clean. 


The appointment of Burns H. Dreese as general man- 
ager of the Hoparr Manuracturinc Company, Troy, Ohio, 
was announced recently. 
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AMMOTH surgery in a mammoth hospital. Up 999 floors. 

Every floor with more than 150,000 beds. Over one hun- 
dred and fifty million beds in all! That is the size of the hos- 
pital needed for all the patients who have been admitted to 
hospitals in this country since Will Ross began furnishing 
needed supplies to this gigantic service organization. Twenty- 
five years is a long time . . . in the service of the sick. Long 
enough to have seen great strides forward in medicine, sur- 
gery, hospital equipment and supplies. 


Progress in this latter field must be measured, not by any 
single accomplishment, but by broad, aggregate attainment 

. reached through intensive, searching experience; intelli- 
gent understanding of problems that must be met; constant 
improvement of merchandise and service; close adherence 
to basic ideals and guiding principles. Will Ross is glad to 
have had an active part in this progress. 


WILL ROSS, incosvens van 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 


3100 WEST CENTER ST. ° MILWAUKEE, WISCONSIN 
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READER OPINION 





Care for Government Officials 
Sirs: 


In reference to your inquiry relative 
to the matter of medical and hospital 
service to officials of the government 
and your request to be supplied laws 
and regulations on the subject, I may 
say that I know of no government 

publication which specifically deals 

with this subject. I can answer your 
question only insofar as the Veterans 
Administration is concerned... . 

A government official or any civil 
service employe of the federal govern- 
ment has no potential eligibility for 
medical or hospital treatment by the 
Veterans Administration, because of 
such status alone. Such persons are po- 
tentially entitled to such service only 
when they are ex-members of the mili- 
tary or naval forces of the United 
States and are able to meet the require- 
ments in full. Also, a civil service em- 
ploye, suffering from an injury incurred 
in the performance of duty, whose 
claim has been filed with and approved 
by the United States Employes Com- 
pensation Commission, may be supplied 


treatment for his injury by the Veterans 
Administration, upon authorization of 
the commission. 

Apart from eligibility for treatment 
as an ex-member of the armed forces 
or as a beneficiary of the United 
States Employes Compensation Com- 
mission, an employe of the Veterans 
Administration may be furnished treat- 
ment, solely as a humanitarian right, in 
these circumstances: (1) in an emer- 
gency, when intervention, medical or 
surgical, is immediately demanded 
(upon termination of the emergency, 
such patients are discharged to procure 
further treatment through their own 
physician); (2) illness or injury at an 
isolated field station, where medical at- 
tention through private practitioners or 
private hospitals in the community is 
not available and where extended travel 
is interdicted by reason of the patient’s 
condition. Here again, as soon as such 
patient can safely be discharged, he is 
sent to his own physician for such con- 
tinued treatment as is necessary. 

Patients of the types just mentioned 
are charged $3.75 for each day of 
needed hospitalization, this being the 
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Syracuse C 


It is carefully 


Its attractive beauty soot 

have your choice of — 

brilliant. others aia a 
» » Syracuse China in 
Many hospitals use it. 
different patterns. 


_ , Costs You L 


hina lasts long 


and skillfully 


Ask your jobbe 





reciprocal per diem rate for federal hos- 
pitals. 
Frank T. Hines, 
Administrator, 
Veterans Administration, 


Washington, D. C. 


New York's Nursing Law 
Sirs: 

A misinterpretation of the provisions 
of the New York Nurse Practice Law 
appeared in the article, “New York’s 
New Nursing Law,” in the February 
issue of The Mopern Hospirav. The 
statement implied that graduates of 
nonregistered schools in other states 
could receive a license as registered pro- 
fessional nurses in New York State 
even if they were not eligible in their 
own state. This implication is incor- 
rect inasmuch as all provisions under 
which graduates of schools of nursing 
in other states can be considered in- 
clude the requirement that the school 
be accredited in its own state, province 
or country. Therefore, a nurse must 
be eligible for a license in the state in 
which she was graduated before she is 
eligible under the New York Law. 

Stella M. Hawkins, R.N., 
Secretary. 
State Board of Examiners of Nurses, 


Albany, N. Y. 
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